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^ The gynecological patient needs something more done for her 
after the skilled surgeon or specialist has finished his work. 
She needs blood building and muscle building, improved metabo- 
lism and better nerve tone. Especially she needs training of the 
bowels to normal action without drugs. 

^ Physical reconstruction by normal biologic living under the 
supervision of experienced physicians and by well trained at- 
tendants has restored hundreds of invalid women to health and 
usefulness. 

<5 The Battle Creek Sanitarium offers superior opportunities for 
cases requiring this sort of institutional care, under pleasant 
surroundings. 

Address 

BATTLE GREEK SANITARIUM 
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Original Communications 


THE MICROSCOPIC AS COIMPARBD WITH THE CLINICAL 
DIAGNOSIS OF MALIGNANT UTERINE NEOPLASM 
By Charles 0, Norris, M.D., Philadelphia, Pa. 

From the Laboratory of Gynecologic Pathology, University of Fennsylvama 

M ost investigators recognize tlie value of making a routine liis- 
tologic examination of all neoplastic tissue removed at opera- 
tion. Tliis study lias keen undertaken ■with, a view to cliecking up 
with the actual figures the relative values of this procedure among 
the different types of malignant tumors. 

Table I 

Caucinoma of the Cerwx 


Total number of cases 253 

JSquamous cell carciBoma 219 

Adenocarcinoma 34: 

Larly stage 41 

Moderately advanced stage 103 

Advanced stage 109 

Clinical diagnosis positive 200 

Clinical diagnosis carcinoma cervicitis? (doubtful diagnosis) . . 29 
Clinical diagnosis benign, but microscopic examination sliowod 

malignancy 6 

Clinical diagnosis malignancy, but microscopic examination 
showed benign 3 


Clinical diagnosis carcinoma of fundus, microscopic examination 

showed cervical origin 10 

Clinical diagnosis sarcoma of the cervix, microscopic examina- 
tion showed carcinoma 2 


(16%) 

(40%) 

(43%) 

(Sl.4%) 

(11.4%) 

(2.3%) 


(1.5%) 

(3.9%) 

(0.7%) 


CARCINOMA OP THE CERVIX 

Cancer of the cervix can generally be diagnosed correctly by clin- 
ical methods. In our series of 253 specimens, 81.4 per cent were diag- 


Note: The Editor accepts no responsibility for the views and statements of 
authors as published in their "Original Communications.’^ 
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nosed positivelj^ bj^ the clinician, 11.4 per cent were suspected. In 
onty 2.3 per cent was malignancy unsuspected by the clinicians. 

In carcinoma o£ the cervix the lesioii is not only fairly character- 
istic clinically, but is easily accessible to sight and touch, and can be 
examined thoroughly during the course of an ordinary office exam- 
ination. Furthermore, in doubtful cases, biopsy is a simple proced- 
ui’e. In considering the high percentage of correct clinical diagnoses 
it should be remembered that these cases were studied by specialists, 
and the proportion of correet clinical diagnoses is, therefore, probably 
considerably higher than it would have been if the same cases had 
been observed in general practice. 

There are a few conditions, howevei*, which so closely simulate car- 
cinoma that the correct diagnosis is almost impossible from clinical 
signs alone. I have seen two cases of tuberculosis of the cervix, in 
one of which the correct diagnosis was suspected, but in the other 
ease carcinoma was diagnosed positively. Tuberculosis of the cervix 
generally produces a lesion that closely resembles cai’cinoma, and 
because of the rarity of the former condition, a diagnosis of carcinoma 
is usually made. In a series of 128 cases of tuberculosis of the cervix 
collected from the literature (Norris, C. C.: Gynecologic and Obstet- 
ric Tuberculosis, D. Appleton and Co., N. Y., 1921), over 88 per cent 
were diagnosed clinically as malignant. Syphilis may also produce 
a lesion that will strongl.v suggest carcinoma. Extensive laceration 
with eversions, particularly when complicated by pregnancy, is often 
suggestive of malignancy. Adenomyoma of the rectovaginal septum 
(Cullen) maj’’ produce a condition that closely simulates carcinoma, 
but that can easily be differentiated from the latter by microscopic 
examination. 

The percentage of operability in cases reported of carcinoma of the 
cervix varies in different clinics. Graves’ (Surgery, Gyneeolog.y, and 
Obstetrics, June, 1921) latest figures show an operability of 64 per 
cent. Of the 253' cases studied, but 16 j^er cent have been classed as 
in the early stages. Carcinoma of the cervix gives a relatively small 
projjortion of fiA^e j'ear cures, regardless of the method of treatment. 
The urgent necessity for early diagnosis is, therefore, apparent. Skeel 
(loc. eit.) states that the expectation of an increased number of cures 
of cancer of the eeiwix by surgical methods must be based upon ear- 
lier diagnosis, and that panhysterectomy should be reseiwed for eases 
in Avhich a positiA'^e diagnosis can be made only AAotli the microscope. 
This statement represents an extreme aucaa'', and if it had been ap- 
plied to the series herein reported, would liaAm reduced the opera- 
bility to considerably less than 10 per cent. It is not usual, cAmn 
today, for cases of inoperable carcinoma that liaA'e been treated locally 
for prolonged periods to be referred to surgeons. When the malig- 
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nant growths are deep seated, the most experienced surgeon may some- 
times be in doubt. With the cervical lesions, however, biopsy is so 
simple an operation and so certain a means of clearing up the doubt- 
ful eases that to neglect its use is inexcusable. 

CARCINOMA OP THE BODY OP THE UTERUS 

In carcinoma of the fundus a different state of affairs exists. Here 
we have a lesion that can be neither inspected nor palpated, and even 
the experienced gjmeeologist is forced to depend more or less, for a 
final diagnosis, upon the microscopic examination. The method sug- 
gested bj^ John G. Clark, which consists of cleansing the vagina and 
cervix and then passing a sterile sound to the fundus of the uterus, 
slightly manipulating the instrument in order to determine whether 
or not bleeding occurs, and also to measure the depth of the uterus, 
is of distinct value, and is a procedure that may be carried out in the 
phj^sician’s office. Ewing has supplemented this test by taking smears 
from the fundus, and by this means. has been able to demonstrate in 
a proportion of eases the presence of carcinoma cells or of fragments 
of the tumor. Whereas these tests are of distinct practical value, 
they are not conclusive in all cases, particularly in the early ones. 
Even when the curet withdraws large quantities of brain-like tissue, 
the diagnosis is not certain until a histologic examination has been 
made. Such a case recently came under my care. The history and 
clinical findings were those of carcinoma, and the diagnosis was fur- 
ther strengthened by the macroscopic appearance of the curettings. 
Histologic examination, however, showed the condition to be a hyper- 
trophic polypoid lesion, and saved the patient the risks and discom- 
forts of a hysterectomy. A cure was effected ivith radium, and the 
patient has remained well to date. Such cases are, of course, the ex- 
ception, but they nevertheless prove the value of routine histologic 
examination. 

There are many intrauterine lesions that may be confused with car- 
cinoma. One of the most common of these is carcinoma combined 
Avith myoma. An analysis of the cases studied shoivs that at least 
75 per cent of the mistaken diagnoses Avere due to this condition. The 
clinical symptoms of myoma may completely mask those of carcinoma, 
and for this reason practically all gjmeeologists make it a rule to per- 
form a curettage prior to employing radium in the treatment of these 
tumors. Man 3 ’- instances could be cited in which the long-continued 
menorrhagia of myomata has completely OAmrshadowed the metror- 
rhagic type of bleeding due to carcinoma. Of the 101 cases of carci- 
noma of the fundus that Avere studied no fcAver than 20 Avere clinically 
diagnosed as benign, 57 Avere posittyety diagnosed by clinical means, 

• and an additional 24 Avere suspected of being malignant. Thus about 
20 per cent Avere of the unsuspected Amriety. This in itself is suffi- 
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cient evidence to prove tlie necessity for making routine histologic 
examinations. Even after removal of the uterus cases vull occasion- 
ally be encountered that v-ill prove puzzling until they are subjected 
to microscopic examination. I have recently seen a specimen of a 
diffuse, partially submucous adenomyoma undergoing necrosis that 
left no doubt in my mind as to its malignancy until it -was .subjected 
to miei’oscopie examination. 

Table 11 

Carcixona of Tim Body of the Uterus 


Total number of cases 101 percentage 

Early stage 24 23.7 

Moderate stage 53 52.4 

Advanced stage 24 23.7 

Clinical diagnosis positive 57 56.4 

Clinical diagnosis doubtful 24 ' 23.7 

Clinical diagnosis benign, but proved to be malignant 20 19.8 

Clinical diagnosis myoma 15 .14.8 

Clinical diagnosis metrorrhagia myopathica 2 1.9 

Clinical diagnosis polypoid endonietTitis 2 1.9 

Clinical diagnosis unsuspected 1 .9 


Clinical diagnosis carcinoma of cervix but proved fundal in origin 1 .9 

An analj'sis of the cases of carcinoma of the fundus that came to 
my notice, in which curettings were the only specimens submitted, 
shows the following results. Naturally these comprise the greatest 
proportion of doubtful cases, for if the diagnosis were positive, curet- 
tage would not be indicated. Of the entire series of 101 cases of car- 
cinoma of the fundus, curettings alone were submitted to the labora- 
tory in 58 eases. Of these, the clinical diagnosis was positive in 21 or 
36.2 per cent. The clinical diagnosis was doubtful or suspected of 
malignancy in 22 cases, and in 15, or 25.8 per cent, it was benign. 
It is impossible to give the figures as regards the frequency with 
which the clinical diagnosis of malignant tumor was made but which 
proved to be benign. The latter, however, undoubtedly comprise a 
considerable group. 

For making a successful diagnosis from curettings it is essential 
that the pathologist possess a thorough knowledge of the changes 
that take place in the normal endometrium during the menstrual 
cycle and at different ages, as well as the changes produced by preg- 
nancy. He should, therefore be furnished such data from the history 
of each case as are necessary. A positive histologic diagnosis is often 
difficult to arrive at, and the cooperation of the clinician is essential 
in order to secure the best results. Kecently a number of articles 
have appeared in the gynecologic literature decrying the operation 
of curettage as a I'outine procedure. This has no bearing on curet- 
tage performed for diagnostic purposes. With the latter end in view, 
the curettage should be a thorough one, as the carcinomatous lesion 
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may be small. Obviously it is impossible for tbe mieroseopist to 
make a correct diagnosis unless be receives tbe tissue. I prefer to 
bave tbe tissue placed immediately in a bottle of Zenker’s solution, 
and tborougbly shaken in order to avoid tbe formation of clots. 
Paraffin sections are tbe most satisfactory for this -work. Tbe jiaraffin 
in ivbieb tbe tissue is to be mounted should be hot, in order that tbe 
entire tissue may sink as nearly as possible to tbe same level. Ordi- 
nary paper boxes are not suitable for this work, a metal box being 
preferable. A good plan is to place tbe tissue in tbe mounting box, 
having the paraffin warm, and then to beat tbe box. This liquefies 
all tbe paraffin, and alloivs the tissue to sink to tbe bottom in a single 
layer. In this way all tbe tissue can easily be cut. Care must, of 
course, be exercised not to “cook” tbe tissue. Even with this method 
it is advisable to take a section, cut dovui into tbe block a short 
distance, take another section until all tbe tissue has been cut. In 
this way a portion of every particle of tissue is subjected to micro- 
scopic inspection. These suggestions are particularly applicable when 
there is only a small amount of curettings. Tbe pathologist should 
be warned in every case in which there is tbe least suspicion of 
maliguanej^ in order that special precautions may be taken. 

Table III 

Abenocaecinoma of tije Body op the Uterus (Curettings). 


Total number of cases 58 

Clinical diagnosis positive 21 (36.2%) 

Clinical diagnosis doubtful 22 (37.9%) 

Clinical diagnosis benign 15 (25.8%) 


SARCOMA 

The frequency of occurrence of this type of neoplasm has been 
greatly overestimated in the past, some pathologists asserting that 10 
per cent of all myomata possess malignant characteristics. Sarcoma 
may originate in two ways: either as a primary malignant tumor, or 
as a degeneration of a primary benign neoplasm — generally a fibro- 
myoma. In tbe latter type of tumor some form of degeneration is 
usually present, and in almost every specimen, if a sufficient number 
of blocks are examined, an area of markedly cellular appearance will 
be observed. These latter are without doubt, occasionally mistaken 
for sarcoma. Our series of sarcoma (including one endothelioma) 
consists of 35 cases. In contrast to this and removed during the same 
period of time, there were 1216 fibromyomata of the uterus. Of the 
35 malignant connective tissue tumors, only 8 appear to have been 
degenerations of previouslj'- benign neoplasms, showing that in this 
series sarcomatous degeneration of myomata occurred in only about 
0.6 of 1 per cent of eases. In confirmation of the correctness of the 
microscopic examination in the myomata and sarcomata it may be 
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stated that follow-ups have been made on both. None of the myo- 
mata have had recurrences and over 80 per cent of the sarcomata 
have succumbed. 

The frequency of sarcoma in relation to myoma is of especial in- 
terest in view of the increasing use of radium and the x-ray in the 
treatment of certain forms of the latter. If sarcomatous degeneration 
were of frequent occurrence, operations Avould be indicated in prac- 
tically all cases. Berreitter (Zentralbl. f. Gyniik, 1921, xlv, 1592) in his 
sei-ies of 716 cases of myomata found 6 malignant tumors, and Evans 
(Surg., Gynec. and Obst., 1920, xxx, 225) examined 4000 myomata 
from the llayo Clinic and found 72 cases of sarcoma. 

Table W 

Sarcoma of the Uterus 


Total number 35 percentage 

Variety, spindle-celled 11 31.4 

Variety, small round cell 7 20 

Variety, large round cell 3 8.5 

Variety, mixed coll 13 37.1 

Undotbelioma 1 2.8 

Harly stage 10 28 

-Moderately advanced stage 17 4S.5 

Advanced stage 8 22.8 

Clinical diagnosis positive 8 22.8 

Clinical diagnosis doubtful 5 14.6 

Clinical diagnosis carcinoma but proved sarcoma 3 8.5 

Benign but proved malignant 19 54.2 

Clinical diagnosis myoma 16 45.7 

Clinical diagnosis ovarian cyst 1 2.8 

Clinical diagnosis endometritis 1 2.8 

Clinical diagnosis pelvic inflammatory disease 1 2.8 


1 case of sarcoma of the cervix, 1 case of sarcoma of the cervical stump. 


CHORIOEPITHELIOMA 

Various classifications of these tumors have been suggested. Chorio- 
epitheliomata vary markedly as regards malignancy. Many efforts 
have been made to correlate the malignancj’- of the vai'ious types 
with their histologic appearance, but these have met with only 
limited success, perhaps due to the fact that there are so many inter- 
mediate types of cases. Some neoplasms, from their histologic ap- 
pearance, are clearl 3 ^ extremely malignant, and about these no differ- 
ence of opinion exists. 

The diagnosis of cliorioepithelioma from the curettings alone is 
often impossible. Some specimens are so clearlj'- malignant that a 
positii^e histologic diagnosis is entirely justifiable, but, unfortunatelj’', 
mau 3 ' cases do not fall udtbin this category. This point is appreciated 
by all gynecologic pathologists, but is not, I believe fulh^ recog- 
nized b 3 ' clinicians at large. It is my belief that not a few utei’i have 
been removed because of a mistaken histologic diagnosis of chorio- 
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epithelioma, ivhen the condition, in reality ivas merely one of retained 
seeundines. Moreover I believe that these cases often go to swell 
the numbers of the less malignant type of chorioepithelioma. I have 
encountered only six. eases of chorioepithelioma. Three of these 
were of the manifestly malignant type and were readily diagnosed 
from the curettings. 

In the entire series of 391 cases of malignant tumors the clinical 
diagnosis was positive and correct in 272 cases (69.3 per cent) ; the 
true condition was suspected in an additional 59 cases (15 per cent) ; 
in 15 (3.8 per cent) the clinical diagnosis was of malignant tumor, 
but the type of neoplasm was not recogmized, and in 45 (11.5 per 
cent) the condition was clinically regarded as benign and its time 
character determined only on histologic examination. 

The laboratory should work in cooperation with the clinic and 
should be closely associated with the latter, for their mutual benefit. 
The laboratory should have the benefit of clinical eiddenee in all 
cases, and the follow-up of the clinic should serve as a check on the 
laboratory diagnosis. In conclusion let me say that the most ex- 
perienced pathologists may hold different views about certain speci- 
mens. Even after a most thorough study a certain percentage of 
cases will be encountered in whieh it is impossible to give a positii^e 
opinion. It naturally follows that the more experienced the path- 
ologist, the smaller this group will be. As regards the question of 
whether or not any given case is malignant, it is my opinion that if, 
after a thorough study and examination of a number of sections, some 
doubt as to the malignancy still exists, these cases usually prove to 
be benign. However, the safe plan for the pathologist to adopt is 
to state plainly that he is in doubt, and suggest that the patient be 
kept under observation, and that a second biopsy or curettage be 
performed immediately upon the recurrence of any suspicious symp- 
tom. In other words, histologic diagnosis has definite limits, and 
this fact should be appreciated by the clinician. It is extremely un- 
satisfaetoiy, from the clinician’s standpoint, to receive such a diag- 
nosis, but one positive diagnosis that later proves to be incorrect is 
far more unfortunate. ‘A doubtful histologic diagnosis compels the 
surgeon to exercise his clinical judgment, which is generally excel- 
lent, and is far more preferable than to have him accept a doubtful 
diagnosis as positive and act accordingly. 

Chestnut and Twenty-second Streets. 



THE TEEATMENT OP CYSTOCELE, EECTOCELE AND 
UTERINE PROLAPSE«= 

By Robert T. Prank, M.D., P.A.C.S., Denver, Colo. 

"OECAUSE after vaginal plastic repair, healing by primary inten- 
-L' tion is the rule and serious postopeimtive complications are in- 
frequent, this intervention, like adcnoidectomy, tonsillectomy, and 
curettage, is often performed by the general practitioner. 

The indication for intervention is often based upon veiy doubtful 
foundation, much unnecessai-y operating being done. This is partly 
due to the fact that this region is given but scant notice in the stand- 
ard text books of anatomy, and that proper anatomical material rarely 
finds its \vay into the dissection rooms, and even more so, to the fact 
that textbooks on gynecology concentrate their attention upon meth- 
ods of denudation and sutime rather than upon the proper selection 
of cases and the broad general principles involved in successfully 
narrowing the genital hiatus and retaining uterus, bladder and rectum 
in their normal relationship. 

If pi'operh^ approached, tlie essentials of the anatomy of the pelvic 
outlet can be demonstrated clearU’’ and simply, and be learned and 
remembered without undue effort. This article aims to present the 
anatomy of the pelvis, the indications for intervention and the technic 
as based upon the anatomy, with the hope that it will prove of use to 
the profession and reduce both the number of operations performed 
unnecessarily and the large number of operative failures.^ 

ANATOMY 

The pelvic outlet is closed in by a thin but strong musculofascial 
diaphragm, called the levator plate, composed of the two levatores 
ani and the two coceygeus muscles, which extend from the pubes to 
coccyx and sacrum (Pig. 1) and fuse in a median raphe. 

Anteriorly, viewed from within, close to the inferior border of the 
symphj^sis, in the dissected subject, an elliptical gap is noted (know 
as the genital hiatus) (Pig 1). Through this opening the urethra and 
vagina pass downward. Behind the hiatus, and surrounded by fibers 
of the levator muscle, the rectum pierces the diaphragm. 

The potential weak spot (the hiatus) is strengthened on its super- 
ficial aspect by a strong double membrane which closes up the sub- 
pubic angle by stretching from one descending ramus of the pubis to 
the opposite one (Pig. 2). This double fascia, containing between its 

’‘Read at a meeting of the New York Obstetrical Society, October 10, 1922. 
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1 Pelvis, viewed from above. The levatores ani muscles and coccygei form the 

diaohragm'. Behind the symphysis an elongated gap (genital hiatus) appears, through which 
the urethra and vagina pass. The puborectai fibers are shown projecting beyond the edges of 
the gap which appears unduly long as the rectum has been removed. The gap is reinforced 
below oy the triangular ligament (see Fig. 2). 




Fig. 2.— Pelvis of nullipara viewed from below. The skin, fat and superficial muscles have 

lTa^s%^et"rnud1d‘'’oV^^”o1j;lT & areTell’lh^:;! 
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superficial and deep layer tlie deep transverse perineus muscle (Pig. 
3) is triangular in shape, and is therefore called the triangular liga- 
ment. 

The genital hiatus is bordered on each side by fibers of the levator 
muscle, fibers vhich run from the posterior surface of the pubic bone 
to the rectum, and hence are known as puborectal fibers (Pig. 3). 
Along the free edge formed by the puborectal fibers two layers of 
fascia meet and fuse. The inner abdominal surface of the pelvic 
diaphragm (i.e., levator and coccygeus muscles) is clothed by a fascia 
called the levator fascia. The outer surface facing toward the ischio- 
rectal fossa, is invested by a fascial layer named the rectal fascia (Pig. 
9). Along the free margin of the genital hiatus, which corresponds 
to the edge of the puborectal fibers, the inner (levator) and outer 
(rectal) fascia meet and form a rounded edge (Pig. 6). To this edge 
the deep layer of the triangular ligament is applied, thus strengthen- 
ing and closing a potential hernial site (Pig. 3). 

The urethra and Amgina penetrate both layers of the triangular liga- 
ment and during their passage through this structure receive fascial 
investments from it. The vagina also obtains some connection with 
the fascial edges of the genital hiatus which border its lateral walls. 

Between the pelvic diaphragm below and the lowest portion of the 
pei’itoneal cavity above there is a considerable space. This sub- 
peritoneal space is shallower anterior and posterior to tlie uterus, 
where the uterovesical and uteroi'eetal (or Douglas’) culdesacs en- 
croach upon it, but deep laterallj’’ where it forms the bases of the broad 
ligaments (Pig. 4). 

The subperitoneal space harbors the blood vessels, nerves and 
lymphatics which supplj^ the pelvic organs, and also the pelvic por- 
tion of the ureter. 

The space is filled mainly by a network of strong bands of white 
and yellow elastic connective tissue of immense strength, which 
contains fat and unstriped muscle within its meshes. The strands ap- 
pear to radiate from the' supravaginal part of the cervix and are 
inserted into the fasciae lining the pelvic wmlls (obturator, levator). 
The vagina and rectum are surrounded by this connective tissue, 
'V'^hich fonns, respectively, the paracolpium and paraprocteum. The 
base of the bladder rests upon the thin layer running from the cervix 
to the posterior border of the pubic bones, pubocervieal ligaments, 
or fascia (Pig. 5). Lateral to the uterus the connective tissues form 
the strong and massive parametria. 

This subperitoneal connective tissue plays the major role in retain- 
ing the peLde viscera in position. Its elastic structure allows a limited 
degree of motion. Excesshm, and especially sudden strains, force the 
viscera downward upon the pelvic diaphragm which, though thin, 
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Pig. 3. — Pelvis of nullipara, viewed from below. The triangular ligament has been cut away , 
except a small portion on the right Vagina and rectum have been separated for a short dis- 
tance. The puborectal fibers of the levator ani form the edge of the genital hiatus (or levator 
gap). Note the sphincter ani, superficial to the levator muscle. 

I, Deep transverse perineus muscle appearing in cut section between layers of the triangular 
ligament. 



x- section of a pelvis, passing through the anterior surface of the uterus 

massive connective tis.sue lying between the peritoneum and the levator muscle’ 
Wd iiglment Proper, is the thin, transparent 
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is powerfvil. Contraction of tTae IcYator group then not only produces 
an upward lift and shallowing of the howl-shaped pelvic cavity, but 
also a narrowing of the genital hiatus, all tending to give immediate, 
powerful but transitory resistance to downward pressure. 

The uterine ligaments, of which the round and sacrouterine liga- 
ments are alone of importance in this connection, play an important 
role only so far as they senm to tilt the uterus and thus subject 
either the anterior or posterior surface of this organ to the forces 
of intra abdominal pressure. 

Short round and sacrouterine ligaments favor anteflexion; relaxa- 
tion encourages retroversion and retroflexion. The ligaments ,play 



Fig. 5 .- — -Pelvis viewed from above after removal of the peritoneum. The body of the 
uterus, the bladder and left ureter have been removed. The wedge-shaped parametria, sacro- 
uterine folds, and thin anterior bladder shelf (puboccrvical ligament) are shown. 

X, Right ureter; uterine artery; 3, urethra; 4, parametrium; 5, sacrouterine fold. 

a most subsidiary role as far as fixation is concerned largely because 
they lack tensile strength. 

PATHOLOGY 

Childbirth causes injuries to the muscular, fascial and connective 
tissue structures of the pelvis. The triangular ligament may be 
tom, one or both of the puborectal loops of muscles may be avulsed 
from the pubic bones, the genital hiatus may he greatly dilated, the 
pubocervical fascia may he split, etc., etc. It is not always possible 
to define' or recognize the tissues most injured. In general, however, 
three main t3T)es of injury result and can he recognized and cor- 
rected. 

The evidence of these injuries appears either • separately or com- 
bined as eystocele, rectocele and prolapse of the uterus. 

Cystoeele is a descent of the bladder, projecting downward through 



FRANK: CYSTOCELE, RECTOCEIA; AND UTERINE PROLAPSE 16 

the anterior vaginal ■wall, and dne to sagging, separation, or rup- 
ture of the pubocervical connective tissue. Reetocele maj' he high, 
appearing as a bulging of the posterior vaginal -wall, and descending 
sometimes over an intact perineal body (Fig. 9B), or low, due to a 
tear of the fascia investing the rectum, plus a torn perineura. The 
high reetocele is due to a tear of the fascia of the rectum high up, 
at the bottom of Douglas’ culdesae and resembles a sliding hernia 

(Fig. 9). , 

Prolapse or descent of the uterus shows itself in various degrees. 
The cervix may descend below the level of the ischial spines (first 
degree), reach the level of the vulva (second degree), or the entire 
uterus may protrude beyond the vulva (third degree or total pro- 
lapse) . 

The main lesions invariably consist in a tearing, or more often, 
stretching of the pelvic connective tissues, especially the lateral para- 
metria. Such factors as retroversion or flexion, elongation of the 
cervix, or tears' of the perineum, if present, are merely concomitant 
but not causative. They are, however, often due to the same etiology, 
namely, childbirth. 

Cystocele, reetocele and prolapse of the uterus may be present co- 
incidentally. Elongations of the cervix, cervical lacerations, retro- 
flexion and other complicating troubles may, too, require correction. 

INDICATIONS FOR TREATMENT 

Not every case of cystocele, reetocele and prolapse requires opei’- 
ative intervention. Many patients should at least be tided over their 
period of child-bearing activity by palliative measures.^ 

A cystocele alone, if the perineum is intact, may be retained by a 
Skene or a Gehrung pessary. This is necessary if frequenej’" of urina- 
tion or incontinence develops. 

A reetocele, alone, rarely causes more than annoyance. ’ No pes- 
sary in the long run will adequately retain it. 

Prolapse of the uterus, in a young ■woman, who desires to have 
more children, may be kept back with simple pessaries such as the 
saucer pessary of Schatz, or the hard rubber ring, globe or egg- 
shaped pessaries. These pessaries are removed at night by the pa- 
tient and reinserted before rising. If cleanliness and care are exer- 
cised, the 5 ^ may be used continuously for many years. 

It is also unwise to operate upon old, debilitated women who are 
poor operative risks. Here, too, the pessaries just mentioned are 
advised. 

If operation is to be performed upon a woman who expects to 
have more children, the vaginal tube and outlet must not be unduly 
narrowed. Care must be exercised in repair of the cervix, trachelor- 
rhaphy according to Emmet’s method being preferable to cervical 
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amputation or tracheloplasty coring), because amputation fre- 
quently induces sterility, or if pregnancy supenmnes, ma}’- cause 
severe dystocia. If tlie uterine body is displaced, most fre- 
quently either retroflexed or rctroposed, tlie corrective operations 
should aim to shorten the round ligaments and not fasten the uterus 
to the abdominal wall, because ventrosuspension or ventrofixation 
maj'- jiroduee serious disturbances throughout pregnancy and during 
labor. 

In women, who arc to be sterilized at operation, or who have passed 



Fig. 6. — Pelvis of nullipara, view from below. The central portion of to 

Jig'ament has been removed and the upper portion of each levator muscle excised,^ i 
expose the cellular, connective tissues. By means of a suture through the cervix, •. 

is pulled down and to the. left. The pubocervical fascia (or ligament) has been split s g • :> 
to expose the bladder. . , . l„v^tor 

J, Appears to end on triangrilar ligament but points to the parametrium; cage 
ani muscle cut across (in red) surrounded by its fasciae. 


the menopause, none of the above objections apply. Here three meth- 
ods of operation may be considered. 

1. Repair of the anterior and posterior vaginal Avail and perineum 
from beloAV, folloAved by Amntrofixation. 

2. Interposition of the uterus betAveeu the inferior bladder Avail 
and the vagina, and repair of the perineum. 

3. Vaginal hysterectomy, Avith suture of the lateral stumps heloAV 
the bladder, folloAved by perineal repair. 
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In very old women, or wliere severe recurrence of prolapse has 
taken place after vaginal hysterectomy, obliteration of the vagina 
may he practiced, if the patient and husband are first enlightened 
as to the end results of the operation. 

With very few exceptions I have found the first method, repair 
of the cystocele and rectoeele from heloiv, combined with either the 
Alexander-Adams operation or ventrofixation from above, applicable 
to all varieties of prolapse. 

Occasionally, in short fat women, where laparotomy is extra haz- 
ardous, and where a large cystocele causes the most serious disability, 



7. — Further disseetion of Fig. 6. The puboccrvical fascia has been removed, exposing 
the bladder and showing^ the beginning of both ureters and their entrance into the parametria, 
r, Fdge of levator ani muscle cut across, 

I have used the interposition operation." Even more rarely, in old 
women long past the menopause, who nevertheless possess a uterus 
of fair size, I have interposed the uterus, taking special care to 
fasten the uterine body to the puhocervical fascia and to the edges 
of the genital hiatus (Fig. 6). 

I have never used the method of vaginal hysterectoni}’' with utili- 
zation of the broad ligament stumps as described by Goffie,® and 
would reserve it for those rare eases of prolapse in which a vaginal 
hysterectomy is indicated for other reasons, as for example, in cor- 
poreal cancer. I have seen a number of cases in which this technic 
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Avas used, follou^ed by huge recurrences of the cystocele. Such re- 
current cystoceles may prove incurable, as the main central support 
of the pelvic connective tissues, from Avhich the supporting fibers 
radiate, namely, the supravaginal part of the cen'ix, has been re- 
moved. This removal destroj’^s most especially the pubocervical fascia 
or bladder shelf (Fig. 7). 

Obliteration of the A'agina (LeFort’s operation) is indicated mainly 



Fig. 8. — Operative exposure for the correction of cystocele. Vaginal flaps are re 
laterally. The pubocervical fascia (or ligament) is exposed and three sutures nave 
placed, which, when tied, shorten and raise the insertion of the fascia, thus elevating 
taining the bladder in a high position. 


in the aboA^e cases and in A^ery old and debilitated Avomen, in Avhom 
a short intervention nnder local anesthesia is alone feasible. 

The modern technic for repair of cystocele and reetocele hy the 
methods to be described is the result of gradual evolution. The 
anatomical basis Avas given mainly by Hadra, Tandler, Halban and 
Martin, and others.^ Unless the anatomy is fully understood, most 
nneA’’en and unsatisfactory results aauU he obtained. 
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REPAIR OP CYSTOCELE 

The principle involved is based %vpon separation of the descended 
bladder from the uterine cervix, repair of the pubocervical fascia in 
the median line, and suture of this structure high up to the cervico- 
uterine junction so as to reestablish a tense continuous bladder shelf. 



Fig. 9— A, High rectocclc exposed by traction on cervix. Dotted lines show location of 

vaginal incision. 

B, Schematic median sagittal section showing relation of high cystocele to the culderac 

posterior vaginal wall and intact perineum. ' ’ 

C, Operative exposure of high rectocele. Vaginal flaps have been retracted, the tom rectal 
fascia exposed, and above, Douglas’ culdcsac has been opened. An asterisk marks the ends of 
the linen suture winch obliterates the culdesac. Below are three sutures ready to be tied to 
Close the rent in the rectal fascia. 
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'i'lio cervix is grasped witli a volsdlum and piiiled down. A second forceps is 
placed % iucli below the external urinary, meatus. The anterior vaginal wall is 
lightly incised between these two instruments. Two vaginal flaps arc separated, 
care being taken to stay immediately beneath the vaginal mucosa. The tissue be- 
tween bladder and cervix is now snipped in the median line and the bladder bluntly 
pushed olT from the cervix in ihc median line only. If these directions are ob- 
served, strong fascial bands will bo demonstrated running from the cervix upward 
and disappearing behind the posterior surface of the symphysis. These fibers are 
the pubocervical fascia (Fig. C), continuous laterally with the parametria (Figs. 
0 and 7). After defining this fascia, the bladder may bo freely pushed off the 
cervix mesially and laterally. Before inserting chromic gut sutures through the 
fascia, cervix, and fascia on the other side, as shown in Fig. 8, careful hemostasis 
must bo performed, ns a Totrofascial hematoma is usually fatal to success. The in- 
terrupted sutures arc tied, thus retaining the bladder above the fascial shelf. Any 
part of the fascia not approximated is closed by additioiml sutures. The edges of 



Fig. 10. — Dissection of a multiparous pelvis showing a low rectoccle. ^‘1’^' 
has been cut away, as well as the upper part of the stretched and torn j B. 

and part of the rectal fascia. Note the structures traversed by the purse, string s deep 

r. Vaginal edge; a, levator edge; 3 , levator ani muscle; 4 . rectal fascia; 5. cage 
transverse perineus muscle cut across. 


the vaginal flaps may be trimmed, to avoid redundancy, and tlio wound in the 
anterior vaginal wall closed by interrupted or continuous suture of chromic cat^,!! 
or silk. 

If curettage, trachelorrhaphy or amputation of the cervix are to be performed, 
these operations should precede the anterior repair. 

REPAIR OP HIGH EECTOCELE 

Exposure of the anterior rectal wall high up, opening of Douglos 
culdesac, ohhteration of this pourth. hy circular suture and rei)av of 
the torn rectal fascia. This repair is usually comhined ivitli repair 0 
low rectoeele and torn perineal body. 

The posterior lip of the cervix is grasped and the uterus pulled upward and 
forward (Fig. 9-ri). Immediately below the bulgmg portion of the rectum (cor 
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responding in most instances to about 1% to 2 indies within the vulva) a volscllum 
gi-asps the lateral posterior sulcus on each side. A median incision is made over 
the bulging rectum reaching to the top of the posterior fornix (Pig. 9-A). Two 
vaginal flaps are reflected, mainly by blunt dissection, -and keeping close to the 
vaginal mucosa, until the edge of the tom and retracted rectal fascia is encoun- 
tered on each side. 

If noiv it appears as if the rectum were projecting downward from behind the 
cervix, in the fashion of a sliding hernia, the posterior culdesac is opened by a 
transverse incision through the peritoneum behind the cervix. Each peritoneal edge 
(anterior and posterior) is temporarily secured by a guide suture. 



Fia. 11. — Operative exposure for correction of low rectocele. The triangular denudation is 
shown in line, the levator, ani within this area is indicated uncolored, as if the tissues were 
transparent. Compare with Fig. 10 and note that the purse string suture A B traverses the 
tnan^Iar ligament, levator muscle with its fasciae (rectal and levator fasciae) and the fascia 
propria of the rectum on each side. 

A purse string linen suture is now passed intraperitoneally, beginning on the 
patient’s left side and taking in the left saCTOuterine ligament as high up as can 
be reached, then passed through the peritoneal and muscular coats of the anterior 
rectal wall in at least three places, next taking the right sacroutei-ine ligament, 
and passing firmly in the cervieouterine junction (posterior cervical wall) and end- 
ing again in the left saei-outcrine ligament (Eig. 9). This purse string is tied, 
thus obliterating the base of Douglas’ culdesac, and, if properly placed pullino- 
the rectum upward. The peritoneal opening may be separately closed. 
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The rectal fascia which' has hccn clearly defined by blunt dissection is approxi- 
mated by a continuous suture of fine chromic catgut. The vaginal wall is trinuned 
and sutured with interrupted stitches to witliin an inch of the lower angle of the 
woimd. 

REPAIR OF LOW RECTOCELE AND LACERATED PERINEUM 

Exposure of the miierior rectal wall, separation of the rectum laterally 
from adjacent structures, approximation of the levator edges and tri- 
angular ligament cn masse. 

The beginner will do well to seize the crest of the rectoccle at a point which can 






Fig. 12. — Fig. 11 after the purse string suture A B has been tied, 
been narrowed, the triangular lig.amcnt tensed, the anus elevated, iw 
from side to side have been placed. When tied they will close the gap 


The genital hiatus has 
sutures which traverse 
remaining. 


be readily raised to the level of the external urethral meatus (Fig. H)- Fatera 
points above the outlet of Bartholin’s duet are grasped and a small ® 

vaginal mucosa denuded. A median incision gives less convenient access, u , i 
preferred, can be used. 

The antei-ior rectal wall is thus exposed. Laterallj* toward the ^ perineum, 
gloved finger covered with gauze can bluntly push the rectum medianwar s ■ 
from the tissues, taking pains not to penetrate into the deeper fascial layers, 
blunt dissection, wliich occasionally tears large, friable hemorrhoidal veins req 


21 


FRANK: CTSTOCELE, RECTOCEUE AND UTERINE PROLAPSE 

ing no separate ligation, exposes on each side a triangular area containing the edge 
of the triangular ligament and, more deeply and laterally, the levator e ge an is 
investing fasciae (I'ig. 10). 

Penetration of these deeper layers serves to expose the deep transverse peri- 
neus muscle (often mistaken for the levator ani) and the levator. The muscle 
fibers, deprived of their fascia, have little tensile strength, and the resulting 
perineum is scarry and tender. Hence I have long since abandoned suture of the 
exposed muscle fibers. 

By gauging the mobility of the lateral structures, and visualizing the degree of 
approximation sought for the levator edges (see Fig. 12), the site for the pulse- 
string suture to be placed can be determined. The beginner can seize the tissues 
tentatively ivith volsellum forceps and test the result by Crossing these instruments. 

A heavy chromic catgut suture is passed deeply on the patient’s left (Pig. 11) 
grasping levator edge and triangular ligament, coming out close to the rectal ivall. 
Light bites of the tom rectal fascia are taken until the crest is reached, the rectal 
fascia of the opposite side being gathered in turn. 'Wlien a point opposite to the 
deep part of the suture has been attained, the tissues on the patient’s right are 
penetrated in a reverse direction, see Pig. 11. A. 

The tying of this purse string not only brings together the levator edges and 
triangular ligament but also raises the anus back to its proper position from which 
it has sagged (Pig. 12). The small remaining gap in the rectal fascia can be 
closed nith interrupted chromic catgut sutures. The subcutaneous tissues and vagi- 
nal edges are then approximated. A subcuticular suture for the skin edge, rein- 
forced by skin clips favors primary union. 

If repair of a liigii rectoeele preceded the low repair, the apex of the lower denu- 
dation begins approximately at the lower margin of the upper wound area. 

SUMMARY 

If the anatomy of the pelvic outlet is understood, if cases are 
judiciously s’elected, and if the technic described is followed, the 
results are fully as satisfactory as those obtained in the radical cure of 
inguinal hernia. A certain number of recurrences may be expected, 
especially in patients with flaccid tissues and general enteroptosis. 
It should be emphasized that patients, whose complaints and pains 
did not arise from the minor lacerations of the cervix, the small 
cystoeele, the negligible rectoeele present, will not he benefited by 
unnecessary plastic repair. 

CONCLUSIONS 

1. The bony pelvis is closed in by a bowl-shaped mnsenlofascial 
diaphragm, the levator plate. 

2 . This diaphragm in its anterior portion has an elliptical gap, the 
genital hiatus, bordered laterally by the levator edges. 

3. The genital hiatus is partially closed and the diaphragm is re- 
inforced by the triangular ligament which extends from one pubic 
ramus to the other. The urethra and vagina pierce the triangular 
ligament. 

4. ^ The uterus, bladder and rectum are retained in their normal 
positions by strong, yet elastic, bands of connective tissue and nn- 
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striped muscle, most important of wliicli are tlie parametria, pubo- 
cervical fascia, paraproctenm and paracolpinm. 

5. The pelvic diaphragm takes up exceptional and especially short, 
excessive strains and stresses. Alone it is unable to support the 
pelvic viscera. 

6. The round ligaments and sacrouterine ligaments possess little 
tensile strength and serve merely to tilt the uterus forward or back- 
Avard. 

7. Injuries, resulting almost exclush^elj’' from childbirth, produce 
defects in the pelvic tissues Avhich cause cystocele, rectocele and pro- 
lapse. 

8. Careful selection of eases requiring intervention must be made. 
Mqny patients Avith minor injuries require no operation. Patients 
still bearing children, may be, and the old and debilitated should 
be, treated palliatwelj’’. 

9. During the age of ehildliearing, plastic A'aginal repair must not 
narroAv this canal to excess, and the uterus must be antiflexed by 
shortening of the round ligaments. 

10. After the menopause, or after sterilization, ventrofixation may 
be used to aid in sustaining the uterus. 

11. The repair of cystocele and of high and Ioav rectocele closely 
resembles the operations in Amgue for cure of abdominal hernias. 
The main reliance is, placed upon the closure of tears in the fascial 
structures and narroAving of preexistent gaps (the genital hiatus). 

12. Other technics (Arnginal interposition, A'aginal hysterectomy, 
obliteration of the A’agina) should be reserA'ed for A'ery special and 
exceptional circumstances. 
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OBSERVATIONS ON THE BLOOD SUGAR DURING PREGNANCY 
AND THE PUERPERIUM 
By Walter N. Rowley, MD., Rochester, Minn; 

From the Section on Ohstetrics, Mayo Clinio, 

T he sugar concentrations of the venous and cord bloods were 
studied in a series of twenty pregnant women in order to compare 
the blood sugar concentration in the maternal blood at or near term 
with that thirty-six to forty-eight hours after delivery, at a time 
when the factors of shock or anesthesia can be excluded but when the 
uterus is still in the process of involution. The cord blood in every 
case was taken at the time of delivery. 

The method of obtaining the specimen of blood from the mother 
was identical with that used routinely in the clinical laboratory for 
collecting blood chemistry specimens. The blood was taken about 
8 A.M., the last meal having been served at 6 p.m. the day before and 
no breakfast allowed until the blood had been drawn. This allowed 
a fasting period sufficiently long to eliminate the influence of alimen- 
tation on the blood sugar concentration. 

The median basilic vein was punctured and a turniquet applied 
to the arm. The blood was collected in sterile tubes containing 
enough potassium oxalate to prevent clotting. This specimen was 
analyzed by the modified Benedict method and by the same tech- 
nicians who have charge of all the clinical blood chemistry. The 
patients were bled during the later months of pregnancy, usually at 
term or when they entered the hospital preceding labor, and again 
on the second morning after delivery, about thirty-six to forty-eight 
hours postpartum. The cord blood was obtained at delivery. As soon 
as the child had been delivered and propcrlj^ cared for, the umbilical 
cord was clamped close to the abdomen and vulva, and the blood 
thus isolated from the cord was collected in a tube. 

None of the patients in this sei’ies showed signs or symptoms of 
diabetes during antepartum care. Glycosuria was not present at any 
of the bi-weekly examinations of the urine. 

The import ance of blood sugar studies in pregnancy has been recog- 
nized. Sehirokauer, Bergsma, Kampf, Benthin, Neubauer and Novak, 
Morriss, Slcmons, Schiller, Killian and Sherwin, Guy, Caldwell, and 
others liave contributed to the literature. Much of the work of for- 
eigners was done by methods other than tliat of Benedict. Table I 
shows the comparative values noted by various observers. 

Bergsma made numerous observations by the Frank-iiloeckel plasma 
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method of sugar determination, and lie asserts that it probably 
gives slightly loiver values than the Benedict method. He found a 
maximal value of 0.13'6 per cent for the sugar concentration during 
the later months of pregnancy and a mean value of 0.09 per cent. 
The time of draiving the blood ivas not the same in all his cases. In 
the group of cases here reported, however, the patients were bled 
with uniform consistency both in time and method. Blood taken dur- 
ing the puerperal period gave the same value as during normal preg- 
nancy. Blood from the cord had an average sugar concentration of 
0.11 per cent. This, hoivever,. was influenced by anesthesia in some 
cases. 

Morriss gives a chart of the comparative blood sugar values ob- 
tained by seven other observers who studied the blood sugar values 
during pregnancy. His own figures show a mean value of 0.10 per 
cent. The general average range of the normal may be considered 
as from 0.09 to 0.11 per cent. These percentages agree with findings 
in normal nonpregnant women. According to Morriss, the blood sugar 
content of cord blood was 0.12 per cent at birth and 0.13 per cent 
at the end of the second stage of labor. In nineteen of twenty cases, 
the maternal value at the end of labor was higher than the fetal value 
for blood sugar. Morriss’ percentages show that the fetal blood is 
higher than the maternal blood during pregnancy. The factors m 
these calculations, however, were not consistent or constant and make 
the values less significant. Variations in the fetal blood were ob- 
served in cases in which an increase was noted in the maternal blood 
as a result of a long second stage labor, prolonged anesthesia, or oper- 
ative delivery. In such cases Morriss found the mean value for the 
cord blood readings to be 0.17 per cent as compared to 0.13 per cent 
in the normal. 

Schiller found values within the normal range for blood sugar con- 
centration during pregnancy. Killian and Sherwin’s average was 
0.11 per cent. Caldwell and Lyle found a mean value of 0.09 per cent 
at the end of normal labor, an aAmrage somewhat lower than that of 
Morriss. The introduction of anesthesia always augmented the val- 
ues as did operative procedures and protracted labors. McGuigan 
and Boss, and Steward and Bogoff have shoAvn that anesthesia is a 
definite factor in the production of hyperglycemia. 

Scott and Hastings studied the sugar concentration in the blood of 
dogs during exercise and found that the values fell steadily through- 
out the work period. In patients whose blood sugar values were taken 
at the end of labor the concentration was higher. This suggests that 
Morriss’ percentages for the second stage may have been principally 
influenced by the chloroform used in anesthesia. However, he demon- 
strates a greater concentration in primipara than in multipara during 
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labor, probably owing to tbe amount of voluntary effort put forth 
during the second stage. 

The blood sugar values on the infant have been thoroughly inves- 
tigated by Sedgwick and Zeigler, and Ctuy. The former obtained an 
average of 0.08 per cent blood sugar in infants ranging from three to 
forty-three days of age. Guy notes a range of 0.06 to 0.11 per cent 
in normal infants, with an average of 0.07 per cent in forty-three 
cases. The fetal blood shows variations as a result of anesthesia, 
long labor, operative procedure, and asphyxia. Morriss’ data show 
the influence of these factors on the fetal blood values Avhich he found 
to rise Avhen the maternal blood A?alue rose. 

The data Avhich have been accumulated in my observations do not 
fall whollj" in accord rvith the findings recorded in the literature. A 
series of fifty-three patients Avere observed during pregnancy, and a 
mean blood sugar value of 0.11 per cent Avas noted. The maximal 
A’alue Avas 0.25 per cent in one instance ; unfortunately, the postxiartum 
reading Avas missed in this patient. No signs of diabetes Avere found, 
and labor Avas spontaneous and normal. The cord blood values deter- 
mined on tAventy-tAvo specimens gave an average of 0.09 per cent. 
Thus, my data shoAv an average maternal Amine of 0.11 per cent and 
a fetal Amine of 0.09 per cent; this definitely points to the fact that 
the maternal to fetal ratio is such that placental interchange of glucose 
can take place by a process of diffusion from the maternal to the fetal 
side. The mean average for the blood sugar concentration of normal 
pregnancy in this series approximates the upper limit of the general 
aAmrage Avhich is 0.09 to 0.11 per cent. The fetal Amlue of 0.09 per 
cent is slightly loAver than the general average others have obtained, 
although this is the only group of readings influenced in any Avay by 
anesthesia, asphyxia, A’-oluntary muscular exertion, or operative pro- 
cedures. 

Thirty-tAvo blood sugar determinations Avere made on the cord blood. 
Tlie highest reading, 0.15 per cent, Avas obtained in the case of a child 
(A2.30406) delivered by Ioav forceps, the indieations being fetal as- 
phyxia. This Avould account for the hyperglycemia in this child even 
tliougli ether, Avhich Avas the anesthetic in all cases, Avas not taken into 
consideration. 

The series of blood sugar determinations made postpartum Avas ob- 
tained on the morning of the second day after anesthesia, and so Avas 
not influenced by extraneous factors. TAventy-tAvo cases Avere observed 
and a mean aA’crage of 0.14 per cent obtained ; this is also higher 
than that obtained by other observers. 

In tAA entj patients it Avas possible to obtain eonsecutiA'e obserAm- 
tions of the blood sugar during pregnanej-, two days postpartum, and 
on Ihe child from the cord blood. These patients have been divided 
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into Groups 1, 2, and 3, according to tlie respective blood sugar con- 
centrations. In Group 1, are tbe patients whose blood sugar coneen-. 
tration was augmented during the puerperium; in Group 2, are the 
patients whose blood sugar concentration was decreased during the 
puerperium, and in Group 3, are the patients whose blood sugar 
concentration remained constant. Table II contains data on the cases 
in Group 1, including age, parity, percentage gain in weight, blood 
lost postpartum, chai'acter of labor, blood sugar values, and child s 
weight at birth. The average value for the blood sugar during preg- 
nancy in patients in Group 1 was 0.10 per cent, very close to the 
average for all the cases during pregnancy, 0.11 per cent. 

The blood sugar concentration for the postpartum period in Group 
1 is 0.14, a difference of 0.04. Table II shows clearly this difference 
in every ease and the average difference in concentration is striking. 
Throughout the whole series this ratio exists, though some cases are 
reversed with small differences and others show no change. The al- 
teration of the blood sugar concentration with a resultant hyper- 
gl 5 '’cemia in the postpartum period noted by observers on tbe same 
individual make the findings more significant. The mean average 
of the cord blood sugars is 0.08 per cent, or 0.02 per cent less than 
the average concentration during pregnancy. This corroborates the 
findings of Morriss whose mean difference, however, was based on 
the value obtained at the end of labor. The influence of ether on the 
cord blood values in my series is negligible. In one case (Case 
A335823), the fetal value equalled the maternal value during preg- 
nancy, and in another case (Case A351603), in which labor was long 
and forceps necessary, it was slightly higher. The mean values un- 
doubtedly show that the placental exchange is dependent on the 
higher concentration of glucose in the maternal blood. The cord blood 
values in patients in Group 1 did not show the patient’s response 
to the effects of ane.sthesia or muscular effort in the same proportions 
as in Morriss’ scries. 

Age, parity, and change in body weight do not influence the blood 
sugar concentration; reduction in blood volume due to postpartum 
hemorrhage is of no significance. Glycosuria was not present in any 
of tlie patients or related in any way to the determinations. The 
fetal weight had no bearing on the determinations from the cord 
blood. Long labors did not influence the readings of the maternal 
blood; such an influence would no doubt be transitory and read- 
.instmcnt would have taken place by the morning of the second day. 
This also applies to anesthesia. 

One patient in Group 1 (Case A3512S7) had an enlarged thyroid 
and a basal metabolic rate of -fl3 in the last month of pregnancy. 
This may have been a factor in the high blood sugar concentration 
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in the postpartum stage. [This is suggested hy a patient (Case 
A346385) noted in Group 3.] In the first five patients in Group 1 deliv- 
ered by loAV forceps, labor was exhausting. The postpartum blood 
sugar Amines in these eases, hoAveAmr, Avere not the maximum for the 
series. Three patients Avere deliAmred after thorough treatment for 
tertiary sj’-philis. This Aims not a factor in any Avay. 

The cases in Group 1 sIioav an average gain in weight of approximately 
23 iDcr cent during pregnancy; Avith one or two exceptions, the per- 
centage increase Avas Amry close to this figure. There may he some 
significance in the loss of Aveight Avhieh occurs so rapidly on delhmry 
of the child and secundines and continues bj^' the elimination of 
fluids from the tissues, clinically noted by the large output of urine 
during the first day or two postpartum. This concentration of the 
body fluids may possibly increase the blood sugar Amines immediately 
postpartum. 

In one patient studied since the compiling of Table II, repeated blood 
sugar determinations Avere made in the postpartum period. Glueosa- 
zone Avas found in the urine in the eighth month of pregnancy, and the 
blood sugar at that time AAms 0.08 per cent. On the second day post- 
partum, the reading Avas 0.10 per cent, on the fifth daj’’ 0.10 per cent, 
and on the seventh day 0.14 per cent. The concentration Avas con- 
sistently higher during the period of inAmlution than during preg- 
nancy. 

Grouji 2 contains four cases in Avhieh the blood sugar concentration 
Avas decreased during the pueriAcrium (Table III). The influences 
and factors of the specific case may account for the differences in 
concentration, though the general conditions are the same as in 
Group 1. In Case A230406 there is so little difference that the read- 
ings could almost be considered equal. In one case (Case A335129) 
the Amine for pregnancy, 0.17 per cent, is explained by nothing in 
the histoi’y or examination. The fetal blood Amlue here is the result 
of a long labor and anesthesia, although the rise is slight Avhen the 
length of anesthesia is considered. The high fetal Amlue noted in 
Case A230406 is further proof of the influence of asphyxia on the 
blood concentration. The child Avas badly asphyxiated at birth and 
the blood sugar determination Avas made from blood taken from the 
cord immediately after deliAmry. The blood concentration in this 
group of patients is high throughout. Although the differences are 
the rcA-erse of AA'hat they are in Group 1, they are Amry small. 

Group 3 contains four eases in Avliich the blood sugar Amlues Averc 
the same during and after pregnancy (Table IV). The maternal 
sugar concentration was higher than the fetal Amlue in CA’^ery instance. 
Why the Amines Avere the same during and after pregnancy is not 
clear. In Case A346385 the thyimid Avas the controlling factor; the 
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gain ill weight ivas only 10 per cent. The basal metabolic rate was 
+35 at the sixth month of gestation and +16 at the seventh month. 
The influence of hyperthju'oidism on h 3 ’’pergljmemia is well estab- 
lished, the increased activity of the thyroid early in the postpartum 
period and its tendenej" to keep the blood sugar level high may ac- 
count for the values obtained. In Case A3512S7 (Croup 1) the in- 
fluence of thyroid activity on the puerperal blood sugar value is 
apparent. 

When the total figures are computed for all of the cases in the 
three groups and all other values obtained, the average maternal 
value during pregnancy is 0.11 per cent and the average fetal value 
0.09 per cent. The blood sugar value obtained during pregnancy 
is less than that of the maternal blood postpartum and greater than 
that of the cord blood. This consistency in the data is most striking. 

this relationship exists in the majority of cases is not easily 
explained. The factors influencing blood sugar observations in the 
work of other investigators have been eliminated. Muscular exertion 
during labor is not a factor in the production of postpartum liji^er- 
glyeemia. Anesthesia is a contributing, but not a great, factor in 
producing a rise in the cord blood values; asphyxia produces a more 
marked rise than anesthesia. Placental interchange undoubtedly 
depends on the difference in concentration in the maternal and fetal 
bloods. 

Table Y 


Blood Sugar Concentration in Patients with Marked Nausea and Vomiting 


CASE 

blood sugar 

CASE 

BLOOD SUGAR 

A335S23 

0.10 

A3244S6 

0.11 

A354072 

0.10 

A130639 

0.14 

A353467 

0.12 

A335129 

0.17 

A352102 

0.10 

A335823 

0.10 

A47612 

0.14 

A347329 

0.17 

A365260 

0.12 

Average 

0.12 


Whether or not involution of the uterus has a direct beailng on 
this difference in blood sugar concentration is a matter of conjecture, 
involution, hoAvever, involves many factors and not only consists in 
reduction of the size of the uterus and absorption and^ elimination of 
the products of destruction, but also involves great vascular and 
cellular changes in the wdiole body plus the establishment of a new 
function, that of lactation. The findings in one case not included in 
this series point against involution of the uterus as a factor influenc- 
ing the blood sugar concentration. Determination of the blood sugar 
before labor showed a concentration of 0.11 per cent. Labor was 
not allowed to progress after onset and delivery was bj’’ cesarean 
section followed by subtotal hysterectomy. On the third day post- 
partum, the blood sugar concentration was 0.13 per cent and on the 
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sixtli day 0.12 per cent. There is, however, a certain metabolic 
change early in the pnerperinm which influences the blood sugar con- 
centration. Whether or not it is of the same origin as that which 
augments the glycemia of patients who vomit early in pregnancy has 
not been determined. 

A sei’ies of eleven cases in which nausea or vomiting or both were 
prominent symptoms shows a consistently higher average for the 
blood sugar at this time than is noted during normal pregnancy 
(Table V). The blood sugar determinations were made on blood 
taken before the inauguration of any treatment other than that by 
fluids. The individual values are high in several instances and all 
are at or above the upper limit of the blood sugar fluctuation. The 
average for the eleven cases was 0.12 per cent. In one patient (Case 
A133'697) who did not have nausea and vomiting but whose promi- 
nent symptom was anorexia of ten days’ duration, the value obtained 
was 0.07 per cent. Dehydration was marked but this did not affect 
the concentration of sugar in the blood. The patient was very thin 
naturally and, having taken no food for ten days and but little 
water, she lost a great deal in weight. Concentration of body fluids, 
as a cause for the higher values obtained in patients with vomiting, 
seems to be ruled out by the case in which dehydration was the promi- 
nent feature. In this group, the toxic factor producing the condition 
seemed to influence the gl^memia. IQllian and Sherwin found an 
average blood sugar value of 0.13 per cent in patients with nephritic 
toxemia and 0.12 per cent in those with hepatic toxemia of preg- 
nancy. Slemons found that normal values prevailed in preeclamptic 
toxemias, but convulsions caused a rise in the blood sugar. High 
arterial tension is given as a probable cause of hyperglycemia. This, 
however, was not a factor in cases of vomiting. 

Hyperglycemia in the postpartum period is probably due to meta- 
bolic changes associated with the general process of involution; the 
endocrine system shares in this to an unknown degree. In earlj’^ 
pregnancy, metabolism is so markedly changed that the reaction of 
the patient to the new metabolism may or may not produce toxemia. 
In cases in which toxic symptoms develop an increase in the blood 
sugar has been noted. Repetition of these observations with repeated 
basal metabolic readings and more frequent postpartum blood ex- 
aminations would be of great value. 

SUMMARY 

1. The average range for blood sugar concentration in normal 
pregnant women is 0.09 per cent to 0.11 per cent which is the same 
as that found in nonpregnant women. 

2. Tlic average value in fifty-three observations of the blood sugar 
concentration during pregnancy was 0.11 per cent. 
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3. The average value in thirty-two observations of the sugar con- 
centration of fetal blood taken from the umbilical cord immediately 
after delivery was 0.09 per cent. 

4. The average value for twenty-two observations of the blood 
sugar concentration on the second day postpartum was 0.14 per cent. 

5. Placental interchange of glucose is undoubtedly dependent on 
the higher concentration of blood sugar in the mother. 

6. The influence of muscular exertion during labor is not a factor 
in iDostpartum hyperglycemia. 

7. Anesthesia with ether is a contributing but not a determining 
factor in producing a rise in the sugar concentration of the cord 
blood. 

8. Asphyxia produces a more marked rise than anesthesia with 
ether. 

9. Involution of the uterus cannot be shoAvn to be the primary fac- 
tor in producing postpartum hyperglycemia. 

10. The general physiologic change associated with involution may 
be a factor in producing postpartum hyperglycemia. 

11. In certain types of toxemia there is an increase in the blood 
sugar concentration. 
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SUGAR TEST IN PREGNANCY 

By W. E. Welz, M.D., F.A.C.S., and A. E. Van Nest, M.D., 

Detroit, Mich. 

From the Prenatal Clinic of the Department of Health, Detroit 

F or many years, some definite sign or aid in the early diagnosis 
of pregnancy (within first three months) has been songht. Abder- 
halden’s nse of ferments for digestion of placental protein for a diag- 
nosis of pregnancy has not been of value to the desired degree ; also the 
decrease in precipitation of the red blood corpuscles is not a specific 
criterion of pregnancy but is present wherever protein is being broken 
down. 

It has long been noted that glycosuria in pregnancy is a frequent oc- 
currence. In 1914 Franz Jager,^ working under Doderlein, used 100 
gms. of levulose as a test for liver function in pregnancy, and found it 
present in the urine in 65 per cent of his eases, which was interpreted 
as a sign of insufficiency of the liver in pregnancy. 

In DecemlDer, 1920, Frank and Nothmann,- as a result of their in- 
vestigations, I’cported that in thirty pregnant women alimentary glyco- 
suria was produced in every case during the first three months of preg- 
nancy, showing that renal glycosuria thus produced can be used as a 
means of early diagnosis of pregnancy, when other tests can furnish no 
definite diagnosis. 

In September, 1921, Ludwig Nurnburger® also reported sevent 3 '’-one 
cases in which it was shown that where there was a pregnanej’^ of the 
first trimester, the sugar reaction was positive; and, in those cases 
where no pregnane.v existed, a negative result was obtained. 

If a normal person is fed 100 to 150 grams of grape sugar, the blood 
sugar increases normalh' 0.07 per cent to 0.14 per cent without the ap- 
pearance of sugar in tlie urine. Frank has shown in normal persons 
that a h^’pergh’cemia up to 0.19 per cent is not normallj’' accompanied 
by the excretion of sugar by the kidney's, but with pregnant women an 
alimentary administration of even 100 grams of grape sugar leads to 
glycosuria with blood sugar under 0.19 per eent. 

But lierc tiie blood sugar does not exceed the boundaries of phj-si- 
ologie li.vperglA-cemia. On the basis of numerous researches, it maj^ uoav 
be said that the spontaneous and artificial glj'cosuria of pregnancy 
occurs without an important increase of blood sugar content. Hence 
this renal glycosuria of early pregnancy may be used to diagnose preg- 
nancy during the first trimester. Differentiation from other glveosurias, 
which are accompanied by liyperglyeeraia, such as diabetes' mellitusi 
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primary liver disease, and tlie hypersecretions of internal glands, pitui- 
tary, thyroid, suprarenal, can be made by the low blood sugar percent- 
age in pregnancy glycosuria. 

This artificial renal glycosuria is present constantly in pregnancy only 
during the first three months, when other signs of pregnancy are incon- 
clusive. After the tivelfth week of pregnancy, it rapidly disappears, and 
can be evoked in the later months only in a definite percentage of eases 
(about 30 per cent). 

We have used this method of diagnosis of early pregnancy in 71 cases. 
In the first 27 cases 100 grams of glucose were used. As this was not 
entirely satisfactory, a change to 150 grams was made. As the cases 
reported from Germany were from women accustomed to a low sugar 
intake, and as Ajneriean women are accustomed to a high daily intake 
it was thought that a larger amount of sugar could be used with ad- 
vantage in our cases. Folin and Berglund^ have recently shown that 
200 grams of glucose can be taken at one time without producing any 
glyenresis. 

METHOD OF TEST 

The patient on first being seen is told to come to the clinic the next 
morning without breakfast. The patient is then catheterized, the urine 
examined ; and, if normal, the test is continued, and a specimen of blood 
taken for blood ehemistrj’-. Then we give 150 grams glucose dissolved in 
500 e.e. of tea. The patient is required to keep the prone position for 
forty-five minutes. If the patient is allowed up and around, vomiting 
very often ensues during this period. 

Forty-five minutes after sugar is taken, the bladder is catheterized, 
and the urine examined for sugar; again at one hour and one and one- 
half hours, the urine is taken and examined. Immediately after finding 
the sugar in the urine, a second blood specimen is taken for an estimation 
of blood sugar. This blood for second sugar estimation is usually taken 
between the one hour and one and one-half hour periods. 

Of our first series of tests (27) using 100 gms. glucose, seven were at 
periods ranging from 14 to 24 weeks pregnant. As these were all ad- 
vanced too far in pregnancy to diagnose by the sugar test, thej’’ may be 
ruled out entirely. Only one of these seven gave a positive result, that 
at 14 wneks ; two had excessive hypei'glycemia, 307-410 mg. per 100 c.c. 
of blood and were not considered as diagnostic of pregnancy. Of the 
other 18, which were under 12 weeks’ period, fifteen agreed Avith the 
final diagnosis and three disagreed. In this series the urine Avas exam- 
ined only at 45 minutes and 1 hour. 

Our second series of eases using 150 grams of glucose and eatheterizing 
at 45 minutes, one hour and one and one-half hours are as shoAvn in 
Table I. 
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Table I 


DATE SUGAR LAST 
TEST MENSES 


1 

1-17-22 

Neg. 

11- 1-21 

2 

1-17-22 

Pos. 

11-10-21 

■1 

o 

1-19-22 

Pos. 

11-17-21 

4 

1-19-22 

Neg. 

11- 1-21 


1-21-22 

Pos. 

11-15-21 

() 

1-23-22 

Pos. 

11- ?-21 

7 

1-23-22 

Pos. 

9-17-21 

S 

1-28-22 

Neg. 

11-28-21 

0 

2- 2-22 

■ Pos. 

12-21-21 

to 

2- 9-22 

Pos. 

12-10-21 

n 

2- 9-22 

Pos. 

12- 8-21 

12 

2-11-22 

Neg. 

12-23-21 

13 

2-16-22 

Pos. 

11-14-21 

14 

2-16-22 

Pos. 

12- 8-21 

15 

2-18-22 

Neg. 

2-16-22 

10 

3- 4-22 

Pos. 

1-14-22 

17 

3- 4-22 

Pos. 

1-29-22 

18 

3- 8-22 

Pos. 

12- 8-22 

10 

3- 8-22 

Pos. 

11-30-21 

20 

3-10-22 

Pos. 

1-31-22 

21 

3-20-22 

Neg. 

12-15-22 

'22 

3-20-22 

Pos. 

12-20-22 

23 

3-25-22 

Neg. 

12-20-22 

24 

3-30-22 

Pos. 

3-12-22 

25 

4- 6-22 

Neg. 

3- 1-22 

26 

4- 8-22 

Neg. 

1- 8-22 

27 

4- 8-22 

Neg. 

1-10-22 

2S 

4-13-22 

Pos. 

2- 3-22 

20 

4-20-22 

Neg. 

4- 3-22 

30 

4-20-22 

Neg. 

11-28-22 

31 

4-27-22 

Neg. 

2-25-22 

3” 

3- 6-22 

Neg. 

3- 6-22 

OO 
• )<> 

5- 0-22 

Pos. 

4- 6-22 

34 

3-11-22 

Nog. 

3- 1-22 

35 

3-11-22 

Pos. 

2-22-22 

."lO 

5-13-22 

Neg. 

2-25-22 

37 

5-18-22 

Pos. 

4-30-22 

3S 

5-18-22 

Neg. 

3-29-22 

30 

5-25-22 

Neg. 

3- ?-22 

40 

5-29-22 

Pos. 

3-25-22 

41 

0- 1-22 

Pos. 

3-21-22 

42 

0- 3-22 

Neg. 

4- 7-22 

43 

0- 8-22 

Pos. 

5-7 -22 

44 

0-10-22 

Pos. 

4- 2-22 


BSTIMATEl) 
FINAL physically 

DIAGNOSIS OP TEST 

BLOOD 

SUGAR 

Pregnant 

17 AVecks 

142.9 mg. 

Pregnant 

10 AVeeks 

113.9 

Pregnant 

8 AVecks 

144.9 

Not Pregnant 


216.2 

Pregnant 

9 AVecks 

229.9 

Pregnant 

S AA’’eeks 

125 

Pregnant 

15 AA''eeks 

171.6 

Not Pregnant 


140 

Pregnant 

6 AA’'eeks 

254.8 

Pregnant 

8 AVeeks 

137.9 

Pregnant 

9 AVeeks 

168 

Not Pregnant 


150 

Pregnant 

13 AVeeks 

183.5 

Pregnant 

9 AVeeks 

114.9 

Not Pregnant 


190.1 

Pregnant 

7 AVeeks 

181.8 

Pregnant 

5 AVeeks 

209.4 

Pregnant 

9 AA’'eeks 

213.9 

Pregnant 

15 AVeeks 

258.1 

Pregnant 

5 AS^'ceks 

139.1 

Pregnant 

15 AVecks 

132 

Pregnant 

13 AVeeks 

176.5 

Pregnant 

14 AVeeks 

148 

Pregnant 

10 AVecks 

164.6 

Not Pregnant 


135.8 

Pregnant 

16 AVeeks 

88.5 

Not Pregnant 


141.9 

Pregnant 

12 AVecks 

130.1 

Not Pregnant 


148.8 

Pregnant 

16 Weeks 

139.8 

Pregnant 

8 AVeeks 

107.5 

Not Pregnant 

8 AVeeks 

144.2 

Pregnant 

12. AVeeks 

95.1 

Pregnant 

9 AVeeks 

148.8 

Pregnant 

11 Weeks 

151.2 

Pregnant 

20 AA’'eeks 

161.8 

Pregnant 

8 Weeks 

186 

Not Pregnant 

6 AA''eeks 

131.8 

Not Pregnant 

6-S AVeeks 

144.2 

Pregnant 

8 AVeeks 

140.8 

Pregnant 

n-12 Weeks 

156.3 

Not I^cgnant 


Spoiled 

Pregnant 

6 Weeks 

85.1 

Pregnant 

12 Weeks 

181.8 


It will be seen from the above 44 cases only two cases (31 and 34) 
of those within the twelve weeks of pregnancy disagreed. These 
failed to give a positive .sugar test, though later proved to be preg- 
nant. In no case have we had a positive glycosuria, where there 
was no pregnancy, though having blood sugar estimations as high as 
216.2 mg. per 100 c.c. of blood (Case 4). It will also be noted that 
Cases 4, 5, IT, 18 and 19, though agreeing with the final diagnosis, 
were of no value as there was a definite hyperglycemia present, which 
could be due to any one of the before-mentioned diseases (diabetes 
mollitus. primary liver disease, internal gland disturbance), but after 
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careful examination we are of the opinion that these were all simple 
alimentary hyperglycemias. 

Blood sugars were determined by the method of Folin, urine 
sugai’s by ordinary Benedict’s and Fehling’s solutions. The per- 
centage of sugar in the urine Avas usually between 0.2 and 1.5 per 
cent. Though most of the positiAm cases aaTU give a positive urine 
at 45 minutes, some aauII not shoAv posithm until the one hour or hour 
and a half sample of urine. Since adding the one hour and a half 
examination, Ave have found four which did not ghm a positwe reac- 
tion until the last specimen was examined. 

Niirnburger and his coworkers claim that in abortions of the first 
three months, the sugar reaction remains posithm as long as the 
placenta remains attached, for the greatest part, to the uterine Avail. 
We liaAm not been able to follow our eases this far, as our work is 
in a prenatal clinic, but Ave have had three cases, in which there were 
signs of threatened abortion, AAuth two positive and one negative 
results; all three aborted Avithin ten days. Both Frank and Noth- 
mann and Niirnburger found the sugar test posithm in all their eases 
of extrauterine pregnancy also. We haAm not so far had occasion to 
test such a patient. 

Whether this glycosuria of early pregnancy is the result of Iwer 
insufficiency as Doderlein has shOAvn to exist in practically all eases, 
or Avhether there is a definitely increased permeability of the kidneys 
to glucose during this period, is probably still debatable. But from 
the recent Avork of Fi.'auk in Germany, who claims that 0.19 per cent 
blood sugar is the renal threshold for glucose in the normal person, 
and also the Avork in this country of Folin and Berglund, who haArn 
come to the conclusion that the usual renal threshold is between 
0.16 per cent and 0.18 per cent, Aim are inclined to helieAm that there 
is a definite lowered threshold of kidneys for glucose during the 
first tAvelve Aveeks of pregnancy. On the other hand, Niimburger 
assumed that the calcium ions exerted a colloid-fast effect on the 
kidney cells, and thereby accomplished a thickening of the kidney 
filter, but in spite of the administration of relatNely large doses of 
calcium, he Avas not successful in influencing the renal gljmosuria of 
pregnancy. 

We helieA'e that a spontaneous or artificiallj’' induced renal glycosuria, 
with a blood sugar estimation below 0.19 per cent in the first 12 Aveeks 
after conception, is a Amluable aid in the early diagnosis of preg- 
nancy. In our experience the test has proAmd correct in more than 
95 per cent of our cases. 
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THE PATHOLOGY OF UTERINE BLEEDING IN 100 ANALYZED 

CASES^ 

By Herman Grad, M.D., P.A.C.S., New York City, N. Y. 

B leeding from the uterus, aside from that of menstruation, occurs 
together with a great number of pathologic lesions of the female 
pelvic organs. Occurring under these varied conditions of pelvic path- 
ology, it is difficult to diagnose the cause of the bleeding in every case. 

For the study of uterine bleeding the histories of 100 cases of this 
affection were taken from the records of the Woman’s Hospital. Tliese 
histories and pathologic findings were carefully studied and made the 
basis of this paper. The clinical investigation of the cases convinced 
me early in the study that uterine bleeding must be classified mider 
six different groups, as in each group there is a definite etiological factor 
causing the bleeding. On the basis of these etiological factors the classi- 
fication was made and the six groups of eases so classified are shown in 
Chart I. 

Clinically every case of uterine bleeding can be classified under one 
of the above groups. It is obwous, however, that some eases of uterine 
bleeding may have one or more causative factors given in Chart 
I active at the same time. For example, a patient may suffer with 
an infection, may have a neoplasm in the uterus and be hai'asscd with 
endocrine distress, or a pathologic gestation may be present coexistent 
with a neoplasm and infection. Under these complex pathologic con- 
ditions it would indeed be difficult to state the precise cause of the 
uterine bleeding. This is a very important fact to consider, and the 
study of these 100 cases of uterine bleeding brings out tliis fact very 
forcibly. The cases of uterine bleeding should be grouped according 
to what the clinician considers the most prominent s:>Tnptoins in the 
case, and what he considers the most prominent, etiologic factor. 

When a case of pereistent uterine bleeding presents itself, before 
deciding on the therapeutic measures for relief, an endeavor should be 
made to place the case into one of the six groups enumerated above. 
By doing this the clinician will have made a' very important step to- 
ward giving proper therapeutic measures for tlie relief and cure of the 
ease in question. 

The study of the 100 cases of uterine bleeding has brought to light 

•Read at a meeting of the New York Obstetrical Society, May 9, 1922, 
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many interesting facts. I shall take up each group of cases by itself 
and jioint out the cause of the bleeding. 

Pregnancy . — In the first group Avhere gestation was the etiologie 
factor in tlie uterine bleeding, eight out of thirteen had retained 
seeundines, the removal of Avhich bj’’ curettage brought prompt relief. 

Several interesting facts came to light by the study of this group, 
Avhich I shall give here in detail, as I consider these facts of some im- 
portance. 

In two cases, Nos. 7 and 36, an early abortion occurred five Aveeks be- 
fore the cases came under observation. The patients complained of a 


CtiART No 1. 

top Cases OP Uterine Breeding 
Classified in 6 Groups 


Group 

Etiolog'^ 

Palpology 


1 

Preffneincj 

Abortion, UtfittnrMote, Mol*. 

Diseases oj J^tpe/o^ie f^Ovum. 

Eetopic (Seatntton. 

MAlpo9ttion of Pisc^nta. 

13 

z 

inject ion 

Enriometritis- 

Salpingtti’s. 

Oop^oritts. 

23 

5 

Neoplasms 

Utfrvi i Ouan'es. 

Pjtjpoid Condition^oJ Oterut And Ctruh . Ptl>rotdA> 
Ctretnofna and Sancofnn 

Potyps. Ouartan. A/Aoptagmo. 

oo 

4 

OnplaetmenCs 

i.acerxtions 

CongetHon. 

TtotrOifonAten . /ftvfrston (Jtert/o SubtnVvfotion, 

\ProlapAua 

13 

3 

Undoctine 

Distress 

Afyptr^J un ction oj Ovanteo 
tpyroCdiatn. 

Pjpo/^yAto and ^(lren,alo etc. 

Dioturbnd ^atan-cc of PUnctian cj JJueN^sa Gionds. 

9 

6 

Constitationst 
Causes ancC 
Blood Ditarasi'e 

CArdio^Uascular/J'S€>aec Nopp^itis. 

InfectCoixB pt'seae^G, PpeumatoicL Con/litiona 
HnaBm-la., Cf^iorosiB. PerntctouB /^naemCa.. 

2 



Pecords LrLc.ompLe.te. 

2. 



T^ot^L 

lOO 


metrorrhagia of tiA’e Aveeks’ standing. Pehnc examination Avas negatiA'c. 
Curettage brought aAvay a A'ery small piece of retained seeundines in both 
cases and the rest of the curettings shoAved as the pathologist expressed 
it, “typical premenstrual mucosa.” These cases bring out the fact that 
after abortion, the uterine mucosa regenerates promptlj’’ preparatory 
for the normal menstrual cycle of the coming month, in spite of tlie fact 
that the uterine caA'ity harbored a small portion of retained seeundi. 

No. 29 Avas also an interesting .case in this group. The patient Avas 
forty-three years old and had three children. Examination shoAved a 
fibi’oid of the uterus, a eeiwical polyp and there was a history of an 
abortion. On account of the abortion the case AA’as placed in the first 
group instead of the third, under neoplasm. A curettage resulted in a 
cure of the uterine bleeding of fiA^e AA'eeks’ standing. The pathologist 
made the folloAving report: “decidua eompacta and .spongiosa, adenoma 














grad: pathology op uterine bleeding 


39 


polyposum of tlie cervix. Polyp shows large ceiwieal glands of the 
hyperplastic type.” The cause of the uterine bleeding was retained 
seeundines, the polyp and fibroid having nothing to do with the 
bleeding. 

In this group of uterine bleeding there were three cases due to 
ectopic gestation, Nos. 4, 9, and 58. The pathologist shows two inter- 

Uberine 

Chart No n 


pBEGNANcy, 15 Cases 
Pathologic Report 


No 

Bndomftrivtn 

Otonine 

Glands 

tltphin p 
Tubee 

Ouari'rs 

J>arnt(on 

Utvrt'rt Pt*rd 

Age 


Opprution. 

T 

/Votsta-bed 

Not stated 

hc't'o/*ic 

Normal 

4'Vlks 

27 

2 

i)lC. 

rint-SvSM.' APPe 

7] 

Pn>m pnifyuAl 

Fremenitrt 

Normal 

tl 

%Mont^ 

25 

1 

pteulston & 
Ctt^e^^age 

9 

Not stated 

Notstated 

Catopi'e in 

rubr 

I* 

lyear 

5i 

None. 

tubes Jsf'pvieui ly 
/♦eeecfoct 

19 

Placental 

ttesue 

1i 

Normal 

II 

1 Montif 

29 

5 

Spontjintous txpuUien 
t>i Poehtal Plicentn 

^5 

how (fnpVt'd. 
/Vace/i/a 

|1 


1) 

5 ” 

20 

1 

No Operation. 
PrcanSknr.y 


Hetained. 

Secundinse 


l» 

l> 

1 " 

50 

Z> . 

Divalsion U 
Curettvfro 

29 

Doe. comp.l 

SpMf.onlrm./t/i, 

Hfp^rj>htthi 
cfiAffi oC 


II 

1 " 


5 

Removal ©5 polyp, 
DtvulsipnIkCuretUep 

56 

Premenstriitt 

Frtmensfhiil 

>1 

II 

6W)i5 

52 

4 

DeeUlsionA 

Curetteffc 

40 

Chorto-, 

NotshteJ 

II 

• 1 

II 

27 

None 

oopftorectomy 

n 

Retained. 

secundc- 


»> 

II 


29 

? 

Dieulslonlt 

Curettaffe 

do 

Normal 

Normal 

n 

ll 

6WKS 

59 

7 

Spontmno erpulston. 

ciPoetusii Pteconts 

d8 

Bound ocl( 
In Ult'rdtion 

Distorted 

(Hondo 

Eotape'e 

>1 

^MontpS 

29 

Z 

D^C. ffepairo? Ant 

WO 

Ean(y 
. Placenta 

^ seated 

Normal 

II 

6V/HS 

29 

4 
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Summai^oj Causes Uterine Bleeding in 13 Cases 



Cases 


1 
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esting facts in the specimens. In Case No. 9, the gestation occurred in 
the remnant of the fallopian tube, that had been resected at a previous 
operation. Ectopic gestation in stumps of resected tubes has been 
observed repeatedly. It seems to me therefore, in the light of these 
repeated observations, that resection of the uterine tubes is a very 
questionable procedure. It is a question whether a resected tube is ever 
a functionating organ. A resected tube appears to be more of a menace 
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to tlie individual than a benefit. In this case the patient vas tbirty-one 
years old. Sbe bad one child. She was laparotomized for chronic sal- 
pingitis and bad the right tube resected. Four years later an ectopic 
gestation occurred in the resected tube. An interesting question arises, 
in the light of these observations, how does the fecundated o^niui reach 
the remnant of a resected fallopian tube? I have, as others have, re- 
peatedly observed in reopened abdomens, that the resected tube was 
firmly adherent to the broad ligament and no osteum existed. There- 
fore, if such are the facts, a fecundated OATim can only reach this 
remnant of the tube bj’- way of its open uterine end, by migration 
through the opposite tube. The pathologist says: “section of the tube 
stump shows early pregnancy, with double layer of epithelioma on sm*- 
faee.” This shows eonclushmly that the tube was adherent, and one 
would, hardly expect to find an open distal end of a tube so adliereut. 

In the second ease. No. 58, the patient was twenty-nine years old and 
had two children. She had a metrorrhagia of two month’s duration. 
She had the following operations: divulsion and curettage, repair of 
anterior wall, bilateral salpingectomy, ectopic on right side. The path- 
ologist makes the following report: “Chronic endometritis. Tubal ges- 
tation. Tulie contains blood clots. Section of tube shoivs fairly well 
preserved ehoi’ionic ^^lli. Section of eurettings shows remnants of 
mucosa Avith numerous round cells in the stroma and a few distorted 
glands. ’ ’ 

This ease of ectopic gestation is here reported because a bilateral 
salpingectomy was done. This brings up an important question, namely, 
under AAdiat conditions should the opposite fallopian tube be removed 
in operating for ectopic gestation? It is in the experience of every 
gj'neeologisf that in ectopic gestation the fallopian tube opposite to the 
graAdd one, looks congested, thickened and engorged. It is A^ery dif- 
ficult to say if the tube is diseased or normal. It is Amry frequently 
a difficult problem to decide, while the abdomen is open, Avhat it is best 
to do. Is there anything that can guide one in deciding Avhat best to 
do to aAmid the mistake of remoAung a normal tube or leaA'ing be- 
hind a diseased one? 

On tAvo A'ery important occasions this question confronted me. The 
tube opposite to the ectopic looked diseased, AAuth a gonorrheal history, 
behind the ectoi^ic. I decided against a saliiingectomy and I am glad 
to say that in one of these cases, since the operation, tAvo children 
Avere born, while in the second case no SAunptoms of pyosalpinx devel- 
oped so far although no pregnancy has occurred. In both of these cases 
the remoA'al of the tubes Avas seriously eontemifiated at the time of 
operation and I refrained from doing so only on aecormt of the youth 
of the patients. I should adAuse against salpingectomy of the opposite 
tube in ectopic gc.station in the light of my OAvn experience, and should 



grad: 


PATHOLOGY OP UTERINE BLEEDING 


41 


remove the opposite tube only in those eases where the tube is so hope- 
lessly diseased that it is beyond the possibility of natural repair. 

What is the cause of the uterine bleeding in this group of cases'? In 
the abortion eases the uterine bleeding is readily understood. Tissue 
changes and cell destruction result in the escape of blood and hence 
the uterine bleeding. In the early months of pregnancy before the 
placenta forms, faulty implantation results in tissue destruction and a 
necessary escape of blood. After the placenta has formed bleeding 
maj^ occur from disease of the placenta or faulty position, or the 
placenta may undergo changes like in the chorioepithelioma. In tubal 
gestation the bleeding maj'’ occur from two sources. First from the 
gestation sac itself as a result of faulty implantation, the blood reach- 
ing the uterine cavity by way of the patent uterine end of the tube, or 
secondly the uterine bleeding may have its source from the endometrium, 
a proliferation having taken place in the endometrium as a result of 
the tubal gestation. 

Infection . — In the second group of cases Avhere infection was the 
etiologic factor there Avere 23 eases. A noteAvorthy feature in this group 
is the fact, that in every specimen subjected to pathologic examination 
the endometrium shoAved pathologic changes. Chart III shoAvs these 
pathologic changes in detail in the 23 eases belonging to this group. 
In four cases out of 23 a polypoid condition of the endometrium Avas 
encountered. In 11 cases out of 23 chronic endometritis Avas found. In 
tAvo cases the endometrium AAms found edematous, thick and pale. In 
one ease the pathologist reports that the endometrium shoAved various 
phases of menstruation. The fallopian tubes had round-cell infiltration 
in four cases. Hydrosalpinx Avas x>reseut in tAvo cases, pyosalpinx three 
times and in 11 eases the tulies Avere found normal. The ovaries shoAved 
cystic degeneration in four eases. In 18 cases the ovaries were normal. 
In one case the ovaries Avere carcinomatous. 

From this summary it is very obvious that in cases Avith menstrual 
disturbance and uterine bleeding Avhere infection is the etiology, 20 
per cent sIioaa^ a polypoid condition of the endometrium; 55 per cent 
an inflammatory condition of the endometrium AAOth round-cell infiltra- 
tion and the remaining 25 per cent haAm various other pathologic dis- 
turbances. Endometrial pathology is evidently the most frequent cause 
of uterine bleeding in infection of the female generative organs. The 
onslaught of the infection is borne by the endometrium AAdiieh has 
to bear the brunt of the attack of the microorganisms, and although 
the uterine glands and endometrium undergo a physiologic regen- 
eration from month to month, the endometrium cannot entirely throAV 
off the invasion of the microorganisms and get rid of the inflamma- 
tory exudate, Avhieh is present in the form of a round-cell infiltration 
in OA'er 55 per cent of cases. 
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That this is a correct interpretation of the pathologic findings in 
these cases is further home out by the study of the eases tabulated in 
Chart III. In 45 per cent of the cases of uterine bleeding the uterine 
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tubes ivere found normal and the ovaries were normal in 80 per cent 
of the cases. In Case No. 3, the patient 39 years old, who had two chil- 
dren, was suffering ivith a metrorrhagia of four months’ duration. A 
panhysterectoiny and a double salpingooophorectomy was done. When 
the specimen was examined both tubes and both ovaries were found 
normal. The endometrium was found diseased and presented a thick 
polypoid grondh, which was edematous and had thrombosed vessels. In 
this ease the metrorrhagia was due to the polypoid growth in the endome- 
trium, supplemented or perhaps aggravated by the endometritis. Again 
in Case 30, a woman 32 years old, with a history of metrorrhagia off 
and on for seven years, was operated on, and the specimen showed nor- 
mal tubes and ovaries, with a diseased endometrium to account for the 
repeated attacks of metrorrhagia of manj'^ years’ standing. 

Taking these facts into consideration one is justified in concluding 
that uterine bleeding in eases of infection is due to pathologic changes 
in the endometrium in the form of an infection, and that a certain num- 
ber of cases of uterine bleeding are due to a polypoid condition of the 
endometrium, which occurs in at least 20 per cent of cases. This brings 
up an importaut question, namely, that of curettage for metrorrhagia 
in eases with a history of infection. The teaching has been that curettage 
should not be practiced in cases of infection. This is a very sane teach- 
ing, as during curettage the protective leucocytic layer which acts as 
a bar to the further spread of infection, is removed by the curette. 
Nevertheless, in view of the fact that nearly every endometiiuin is dis- 
eased in cases of metrorrhagia with history of infection, a curettage 
should be performed in eveiy ease of metrorrliagia where the operator 
does not contemplate the I’einoval of the uterus. 

Cases 39 and 61 bear upon this subject and bring out another inter- 
esting point in reference to curettage. In Case 39 a young ivoman 26 
years old, with one child, was suffering with a severe metrorrhagia of 
one month’s duration. Her uterine adnexae were apparently normal. 
She was curetted and the specimen showed endometritis with round- 
cell infiltration. Subsequent history showed that she was relieved of 
all symptoms. In contrast to this ease of beneficial curettage is Case 61. 

She is also a young woman twenty-three years old, Avho has been suf- 
fering with repeated attacks of metrorrhagia for five ,years. She was 
laparotomized and a bilateral salpingectomy done. The specimen 
showed subacute salpingitis and round-cell infiltration. She was not 
curetted and while she is relieved of the symptoms of salpingitis her 
metrorrhagia did not improve and a curettage is indicated for relief of 
symptoms. A curettage at the time of operation Avould have been the 
proper procedure. In these cases the sharp curette, which is the instru- 
ment to be used, removes pathologic tissue debris, and in that ivay 
benefits the condition. Wliether the curettage is of temporary or of 
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permanent benefit is another question. There is, however, no doubt 
that the temporary benefit of the curettage is certain and definite. 

Neoplasms . — ^Under the third group, there were 38 cases, tabulated in 
Chart IV. The study of this chart shows that there were eight cases 
of cancer of cervix; 26 cases of fibroids and four eases with uterine 
polyps. The endometrium was affected in nearly every one of the 38 
eases. What was the cause of the uterine bleeding in these eases? In 
eight there was the cell destruction ivliich is present in all carcinomas. 
In Case 72 there was a histoiy of uterine bleeding for a year, in a 
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woman 45 years old, the clinical diagnosis was carcinoma of the cervix, 
but the pathologist reported only necrotic tissue, The clinical diag- 
nosis is the correct one. The pathologist did not receive a proper speci- 
men for examination. Subtracting the eight cases of carcinoma, where 
the cause of bleeding is well known and readily imderstood, there are 
left 30 cases of fibroid of uterus, for the study of the cause of uterine 
bleeding. 

Careful analysis shows that in the 30 cases of fibroids, tlie neoplasm 
was responsible for the bleeding in only 17 cases or in 55 per cent. 
In 11 cases out of the 30 the cause of the bleeding was infection of the 
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endometrivim, the tumors having nothing to do with the bleeding. In 
other words, in 35 per eent of eases of fibroids of the utenis, the dis- 
turbanee in’ menstruation and uterine bleeding is not eaused by the 
neoplasm but is due to infeetion of the uterine endometrium, the eause 
of the bleeding being preeisely the same as in eases of infection of the 
generative organs, namely diseased endometrium. 
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In the 38 cases tabulated there were seven different causes encountered 
for the uterine bleeding, from a pathologic point of view. These seven, 
different causes are as follows: 


1 . Cause — 8 Carcinoma 21 per eent 

2. Cause — 7 Adenoma polyposuin of uterus 20 per cent 

3. Cause — 11 Endometritis 30 per cent 

4. Cause — 6 Submucous fibroids 16 per cent 

5. Cause — 3 Penetrating uterine glands S per cent 

6. Cause — 2 Ovarian hyp erf unction 


7. Cause — 1 Degeneration of neoplasm and necrosis 

From the study of these eases, I find that a polypoid condition of the 
endometrium appears to be a frequent cause of uterine bleeding. In 
Gioup II it Avas found that the aboAm-mentioned condition was respon- 
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sible for uterine bleeding in 20 per cent of cases. Tbe same is true of 
tbe tbii’d group of cases, — ^liere again the condition was encountered by 
the pathologist in 20 per cent of eases or seven times. 

What is this condition of the endometrium that is responsible for 
uterine bleeding in so large a number of cases? The pathologist calls 
the condition “adenoma polyposiun uteri.” It is a soft adenomatous 
structure of the endometrium containing large numbers of uterine 
glands and has a tendencj’' to bleed. Ulceration in the form of a 
break in the surface epithelium occurs frequently on these polypoid 
structures and the loss of blood is from these areas of ulceration. 
These polypoid growths also suffer from edema and infection which 
is shown under the microscope b.y a round-cell infiltration. When 
polyps of larger size develop out of an endometrium so affected, the 
polyiDS protrude through tlie cervical canal and another mechanical 
factor is introduced which may cause uterine bleeding, namely, pres- 
sure necrosis of the polyp with cell destruction and escape of blood. 
Some of these polyps bleed very profusely and dangerous degrees 
of anemia may develop. Very frequently in necrosis of uterine polyps, 
an inflammatory reaction occurs in the myometrium and also in the 
uterine wall, introducing a daiigerous factor, which may cause death 
from sepsis. From a surgical point of view these cases of necrosed 
polyps with sepsis are Amry poor surgical risks. 

Polypoid condition qf the endometrium is a pathologic entity that 
demands attention as an etiologic factor in uterine bleeding. It is the 
cause of menstrual disturbance and uterine bleeding in 20 per cent 
of all cases, wlietlier the underlying factor is infection or neoplasm. 
I am inclined to believe that an invasion of the endometrium by micro- 
organisms is a factor in the formation of this potypoid condition of the 
endometrium. It is, however, possible that endocrine disturbance may 
be an etiological factor. Be this as it may, adenoma polyposum uteri 
is a frequent cause of uterine bleeding and occurs in at least 20 per 
cent of all cases. 

In 30 per cent of cases of this group of uterine bleeding with neo- 
plasm, the cause of the bleeding must be ascribed to infection of the 
endometrium. We have here 11 eases in which the pathologist finds an 
infiammatory reaction in the endometrium and nothing else to ac- 
count for the uterine bleeding. While these cases all had fibroids of 
the uterus, the uterine bleeding was due to a pathologic endometrium, 
the neoplasm playing but a secondary role iq causing the hemorrhage. 

In six eases of this group the specimens .showed a submucous fibroid, 
which was responsible for the uterine bleeding. The specimens show 
that the uterine mucosa overlying these submucous tumors, undergoes 
a pathologic change. The mucosa becomes thin, the uterine glands 
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disappear or become fewer in number. In some cases tbe mncosa be- 
comes fibrous and edematous and in others a liemorrbagic condition 
develops in the mucosa overlying the neoplasm. These pathologic con- 
ditions developed in 10 per cent of eases. It is a distinct pathologic 
entity and must be classed as one of the causes of uterine bleeding in 
fibroids of the uterus. The escape of blood takes place from the dis- 
eased mucosa. This pathologic change in the mucosa depends on the 
neoplasm directly. Whether this pathologic change in the mucosa is 
due to a pressure necrosis from the tumor or is a distinct disease by 
itself as a result of the neoplasm, is not known. The fact remains 
that in about 16 per cent of eases of uterine bleeding, submucous 
fibroids are found. The mucosa overlying these neoplasms becomes 
diseased and blood escapes from this damaged mucosa. 

Another pathologic condition was encountered in these eases Avhich 
is of interest. It was found that in three cases the uterine glands 
penetrated the musculature of the uterus to a very extensive degree. 
I shall speak of these three eases in detail, because it is impoi’tant to 
determine whether this condition of penetrating, profuse and extensive 
proliferation of uterine glands, can be one of the causes of uterine bleed- 
ing in neoplasms of the utei’us. From the study of these cases, I be- 
lieve that extensive proliferation and penetration of uterine glands 
can readily be the cause of persistent uterine bleeding, because it is a 
disease of the uterine gland itself. 

The history of these eases is as follows : 

Case 20. — Patient 42 years of age, never pregnant, was suffering with, metror- 
rhagia for three years. She had a good sized tumor in the uterus. A supravag- 
inal hysterectomy and a bilateral salpingo-oophorectomy were done. When, the. 
specimen was examined, it was found that there was an adenomyoma of the 
uterus. The endometrium had no inflammatory changes. The tubes and ovaries 
were normal. The only pathologic change found in the specimen was an ex- 
tensive proliferation of the corpus glands with deep penetration into the mus- 
cularis. In this case there is no other way to account for the severe metrorrhagia 
of three years’ standing but to accept this pathologic change in the uterine glands 
as the cause of the uterine bleeding. In Case 17, the patient was 55 years 
old and had also a metrorrhagia of three years’ standing. The specimen showed 
an adenomyonietritis and penetrating uterine glands with no other abnormalities. In 
Case 73 we have the same condition. The patient was 39 years old, she had two 
childi-en. There was a multiple fibroid of the uterus. After operation the speci- 
men showed penetrating uterine glands with no other pathologic changes to ac- 
count for the bleeding. In Case 92 the pathologist also reports penetrating uterine 
glands, but in this case, the endometrium also show'ed round-cell infiltration so it 
was not included among these cases. This case, however, is an additional proof and 
further shows that this condition of penetrating uterine glands and extensive pro- 
liferation, is a pathologic manifestation of uterine glands and is frequently en- 
countered. It is something that should be taken into consideration, as a cause of 
uterine bleeding in neoplasm of the uterus. 
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In one case the pathologist noted that the iiterine bleeding was due 
to degeneration of the tiuiior itself. It was in Case 77. The patient 
was a single woman, thirty years old, who was suffering with nietror- 
I’hagia for six years. A hysterectomy was done and the specimen showed 
a degenerated fibroid. The tiunor itself was bleeding into the uterine 
cavity, as a result of cell destruction. Tniile it is not advisable to 
theorize from one single ease, and make deductions, it must be admitted 
that it is in the domain of great possibilities that a degeneration of a 
neoplasm occurs and can result in uterine bleeduig. Be this as it may 
in tliis ease here reported, no other deductions could be made. The 
uterine bleeding was caused by the breaking down of the neoplasm 
and therefore this condition of degeneration of the filnoid tumor itself 
is put domi as one of the causes of uterine bleeding. 

Chart 

DlfiflACCMCWT, Co*JGCSTlON AMO tACtRATtOMS OF UXtROS 15 CascS 
Pal^^olo^^g.^s Report* 



UhcruB 

Cervu 

LndcRpWufT 

'Utfrlae 

Gl^rtcU 

jPennpuT*, 



Op^r.ition 

: 

j Results 

26 


Ittrr-Aftd 

ffff t,Ut*d 



Vormt 



B 

iriv 111— 


37 





tt.f jrfwy.M 

n 


•• 

t • 

m 


, r>'~«M»rp«»wc. 

JA 


Urer9t^4 




sss 

H 

- 






37 

*» 


>• 

;• 

Mtai! 

D 


- 


H 










•• 

- 

etc 

IQ 

B 



n 

HH 

HHi 

K2ES^SH 


»« 

- 

B 

H 

ISQ 

m 

LL 



7f> 






Hi 

B 

H 

P»'‘,s 

:e 

2 

1 FWsa 


82 


L9Ctr%f«i4 

uSSSSufSM 



- 


h; 

■iffv 


1 

|£»C . 

ApK'pW-r 

85 



HofstdM 



•• 

- 

- 

iw." 

22 

1 


i>va*2* 

88 

HJH 


/nttryzl 

Iftrrrat 

Sotaftfrd 

H 

B 

Hi 

BBS 


I 



89 

*» 

«• 


0020^ 





a: 

ma 



91 


NorfKat 

- 


- 

B 

B 

Hi 

Ei 

m 




9i 




htcrptl 

- 



H 




*«««•» 

fr»». 


1 ^ f 

S«ft»niaT3j ejf C&uaes Uterine irv Cases 05 and Uacerol»on"» S Couses 


1 

C^iCSy 

■ S 

/Te/T'osena/on 

2_ 

4 \ 

f’oeal Injection in Z»a cera^i'ons 57-^P- 77-62 


Dhplacemenis . — ^There are 13 eases of Titerine bleeding tabulated 
in Chart V, where the diagnosis was made of displacement of the 
uterus and lacerations. The cases of itteriue bleeding in this group 
are the most difficult of interpretation as to the cause of the bleeding. 
Niue cases had retroversion of the \iterus and in four the uterus was 
normally jilaced. One of these four had an operation for retroversion 
foru' months previously. All of the cases had lacerations either of the 
cervix, anterior vaginal wall or perineum. The condition of the en- 
dometrhun and uterine glands was not stated in eight cases. In the 
five cases subjected to pathologic examination, the endometrium and 
uterine glands were found of the interval type in three cases, hyper- 
plasia in one case and premenstrual in one case. It is very apparent 
that there was no pathology’ found in the endometrium and corpus 
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glands in tliese eases. In fact the only pathology found in this group 
of eases is the displacement of the uterus and laceration, and on this 
pathologj^ must depend the uterine bleeding. 

A few cases may be of interest in detail. Case 26, the first on the chart, was 
a woman of 28 who had two pregnancies. This patient suffered with uterine 
bleeding for two months prior to the operation. She has a retroverted uterus 
and laceration of the cervix and perineum. She had a plastic operation and an 
external Alexander for shortening the round ligaments. No other pathologj’’ was 
found to account for the uterine bleeding of two months’ standing. Case 59 
with laceration of cervix and perineum was a woman of thirty years old with 
uterine bleeding of 6 weeks’ duration. No other pathology to account for the 
uterine bleeding. She was curetted and nothing found in the uterine cavity. 
A plastic operation relieved her symptoms. Case 94, — retroversion and moderate 
laceration of cervix. Patient 40 years old, with uterine bleeding of 6 months’ 
duration. A curettage showed an inteiwal mucosa, — no other abnormality, ad- 
nexae normal. Shortening of the round ligaments brought relief of symptoms. 

Wliat is the cause of the uterine bleeding in this group of cases? 
Does a retroverted uterus cause uteiine bleeding? How are we to ex- 
plain uterine bleeding in cases of lacerations? We must explain uterine 
bleeding in cases of retroversion on the basis of vascular engorgement. 
Bniiuet called attention to this chronic vascular engorgement in dis- 
placements many years ago. The blood supply of the pelvic organs 
is peculiar to itself, and the anatomic anungements are such that 
displacement of the uterus disturbs the physiologic balance between 
the arterial influx of the blood on one hand and the venous outflow 
on the other. There results not only a venous engorgement in the 
uterus but the arterial influx is also disturbed. This vascular disturb- 
ance must bring about changes in the endometrium which causes uterine 
bleeding, though the changes in the endometrium cannot be demon- 
strated with the microscope. In the cases of lacerations another factor 
is introduced which must have un important bearing, on uterine bleed- 
ing, namely, focal infection. The cervix with its many glands as a 
result of the laceration and influenced by the displacement becomes 
a prey to the invasion of microorganisms and a chronic endoeervicitis 
results. This focal infection brings about changes in the endometrium, 
which though undemonstrable, causes the persistent uterine bleeding. 
On no other basis can the utei'ine bleeding be explained in this group 
of cases. In Case 57 there was a uterine bleeding of three months’ 
duration, in a wmman 27 years old. The cervix Avas amputated and 
round-cell infiltration found. There ^Yere no other abnormal findings. 

Prom the study of these cases Ave must admit that uterine displace- 
ment and lacerations are etiologic factors in uterine bleeding, and that 
the uterine bleeding is due to changes in the endometrium Avhieh cannot 
be demonstrated by the pathologist, due to chronic A’^ascular engorge- 
ment and chronic foeal infection. 
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I come now to a class of eases of uterine bleeding, wliere the cause 
of tlie bleeding was put down as ovarian bj’-perfunction. I shall speak 
of these cases with a certain amount of diffidence. There were rtvo 
eases belonging to tliis class under neoplasm and nine cases in a group 
by themselves. "Wliat is meant by ovarian hyperf unction causing 
uterine bleeding? The conception is, that as a result of an endocrine 
distui’banee, the ovary functionates beyond a plij^siologic degree. This 
hyperfunction of the ovary or corpus luteum keeps the endometrium 
and uterine glands con.stantly in a state of hyperplasia and engorge- 
ment. In other words the patient kceiis on menstruating vuthout a 
pln'siologic limit; a physiologic process at first becomes a pathologic 
one later. In this manner a hj'iJcrovai’ian function becomes an etio- 
logie factor in uterine bleeding. 

The history of the two caso of hj'perovarian function under neoplasm is as 
follows: Case 1 was a patient thirty-eight years old, with no pregnancies, who 
was suffering with uterine bleeding for six months. She was operated and a 
supravaginal hysterectomy and a riglit salpingo-oophorectom}- were done. The 
pathologist found the endometrium and corpus glands normal except for a hyper- 
plasia. There was a hemonhagie corpus luteum cyst in the right ovarj", the 
conception being that the diseased ovary was ovcrfunctioning. The second case 
is identical with the first. The patient was thirty-two years old, no pregnan- 
cies, with a metrorrhagia of three wcohs’ standing. A myomectomy was done 
and a corpus luteum cyst removed. No other abnormality was found to account 
for the metrorrhagia. In both of these cases the ritcrine bleeding was associated 
with the corpus luteum cyst of the ovary and a possible hj^porovarian function. 

As said before, I speak of ovarian liyperfunctiou as a cause of uterine 
bleeding, with hesitation. An eai’nest discussion is invited on this 
subject. Is this a pathologic entity or not? Is it an actital fact that 
the ovary functionates beyond its physiologic limit or does it only exist 
in the endocrinologist's imagination? There are very few facts at 
hand bearing on the ovarian function, upon which argument pro and 
con can be based. We do not know in what manner the ovary is in- 
fluenced by the other ductless glands of the body or vice versa. This 
however we do know, that the product of the pituitaiy glands affects 
tlie uterine tissues most profoundly and we also Iniow that in hypo- 
thyroidism with metrorrliagia, the uterine bleeding is promptly con- 
trolled by thyroid medication. With these facts before us, it must be 
admitted that there exists a physiologic endocrine balance, betiveen 
the ductless glands of the body and a disturbance in this balance may 
result in an overproduction of hormones in the corpus luteum of the 
ovary which may keep the endometrium in a state of lijTperplasia, re- 
sulting in uterine bleeding. Further than this one cannot go into 
the matter except to state that the therapeutic administration of corpus 
luteum, ovarian residue, and whole ovary, is at times followed by 
therapeutic results that are very definite in action. 
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There are niue cases tabulated in Cliart I'l iidierc the uterine bleed- 
ing Y^as believed to be caused by an overfnnetion of the ovaries. It 
vdll be found by examining Chart VI that in only one, No. 13, of these 
nine cases v^ms the abdomen opened. In this case a corpus luteinn cyst 
■was found enlarged. All the other cases had apparently normal ovaries. 
Ho'wever, the ovaries may not be enlarged sufficiently to become pal- 
pable in examination and yet manifest a. disturbed function. The dis- 
turbed function may not rest on a definitely demonstrable change in 
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the ovary itself, but may depend on a disturbance in the plrysiologic 
balance betrveen the various ductless glands of tire body. In none 
of the nine cases here tabulated, could oire discover any of the other 
causes of uterine bleeding enumerated before. 

Therefore for the warrt of a better term, and for the want of a better 
known cause for the bleeding, the cause of uterine bleeding in these 
nine cases is described as ovarian hyperfunetion. 

There were two cases of uterine bleeding that were classed under 
eonstrtutronal causes. One was a patient 52 years old with a severe 
metrorrhagia. She was suffering with an acute endocarditis and an 
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acute state of hypertliyroidism. There Avere no local findings to account 
for the uterine bleeding. Radium brought a tardy relief. The second 
case tabulated here was one of fibrosis uteri. I have placed this ease in 
this class because the greate-st pathologic change is found in the blood 
vessels. In fact the endometrium was fairly normal. The adnexa Avere 
normal. Fibrosis uteri may have an infection as a basis of its etiologj'^, 
but I could not place the ease under infection because it does not con- 
form Avith the other cases so classified. 

The study of the 100 eases of uterine bleeding here reported brings 

Uterine Bleeding 
Chart VII 

Causes oj Uberine Bleeding in 100 Cases. 

1-4 Ca-uses 

1 Abortion, all ^pes. 

a Ecbopic Gestation. 

3 Low implQunted, Placenta. 

4< C^orlo-EpifcbeLioma. 

5 Inflammatory Reaction in the Endometrium. 

6 Polypoid Condition o^ tl?e Endometrium. 

7 Carcinoma. 

8 Sub-Mucous Fibroids. 

9 Penetrating Uterine Glands. 

10 Degeneration Uterine Fibroids. 

11 I^per- ovarian Function. 

IX Vascular Engorgement. 

15 Focal li^ection. 

14 Constitutional Causes. 

out the fact that there Avere uo less than 14 different causes for the 
bleeding enumerated as shoAvn in Chart VII. 

SUMMARY 

1. From the study of the pathologic findings in the 100 cases of 
uterine bleeding here reported, it is found that the eases may be diAuded 
into six classes according to the etiologic factors that are causing the 
loss of blood from the ntems. 

2. That the pathologic changes in the endometrium play the greatest 
role in uterine bleeding and that this occurs in 70 per cent of cases 
diA'ided as folloAvs: In 34 cases infection plays the important role in 
causing endometrial pathology. In 25 cases neoplasm causes the dis- 
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turbance in tlie endometrium and in the remaining 11 cases the en- 
dometrium is disturbed by a liyperfnnction of the ovaries. 

3. That the uterine bleeding is caused also by vascular engorgement 
of uterus and adnexa and focal infection of the generative organs. 

4. That pregnancy including ectopic gestation plays a very important 
role in causing uterine bleeding, having been found present in 13 cases. 

5. That constitutional causes play a very minor role in causing uterine 
bleeding. 

6. That after incomplete abortion the endometrium undergoes the 
physiologic change incident to menstruation, although the uterine cavity 

Uterine Bleectiuji 
Chart VHl 
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Cause* Qlciedtn^ (-SeverO 
7*' Carcinoma. & Cases 

Jl"** /Jdenonta po/yposum 7 " 

Endometritis JJ 

4'"* Sub mucouiPthroids 6 

Penetrating CterineQterxclB & 
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Constitutional Causes aCases 
Cause* (Two) 

Fndocarditisii'Tbyroiditis I Cast> 

Fibrosis Uteri j »* 


may harbor retained secundines Avliich cause continued uterine bleeding 
as shown in Cases 7 and 36. 

7. That in cases of uterine bleeding with history of infection, the 
bleeding is due to a diseased endometrium, the adnexae remaining per- 
fectly normal. This fact is shown by Cases 3, 30, and 39. 

8. That curettage of the uterus is a very important procedure in eases 
of uterine bleeding, as the bleeding may depend entirely on the con- 
dition of the endometrium, in spite of the fact that other pathologic 
entities may be present, such as diseased adnexa, fibroids, etc. This 
point was strikingly illustrated in Case 61 ; the removal of diseased tubes 
failed to benefit the bleeding, while a curettage brought relief. 

9. That in cases of uterine bleeding two or more causes may be opera- 
tive in the same case at the same time as in Ca.s.e 29, where there was a 



5i 


THE AJIKRICAN JOURXAL OP OBSTETRICS AND GYNECOLOGY 


cervical polyp pi-osent, a fibroid of llic uterus and an incomplete abor- 
tion. 

10. That adenoma polyposum of the endometrium is responsible for 
a large number of ca.ses of uterine bleeding, at least 20 per cent, and 
is a distinct pathologic entity. 

11. That Avben uterine glands penetrate the musculature they may be 
the cause of uterine bleeding, sboAvn by Cases 17, 20, and 73. 

12. That there are a certain number of eases — 11 in the 100 cases 
here reported — of uterine bleeding, Avberc tlie cause of the bleeding is 
obscure, •where no pathologic changes are found to account for the 
bleeding, and where we liavc 1o fall bach U]ion the theory of endocrin 
distress. These have been called cases of ovarian hyperfunction. 

13. That there arc a certain number of cases where the uterine bleed- 
ing depends on displacements and lacerations, the bleeding being due 
to vascular engorgement and "focal infection.” 

14. That submucous fibroids cause uterine bleeding by bringing about 
changes in the endometrium overlying the neoplasm. 

15. That in a very small number of cases, uterine bleeding may be 
caused by a degeneration of the neoplasm ; the necrosis bringing about' 
cell destruction and escape of blood directly into the uterine cavity. 

40 East Fortt-first Strket. 



HEMORRHAGIC LESIONS OP THE PLACENTA AND THEIR 
RELATION TO WHITE INFARCT FORMATION- 

By P. P. McNalley, B.S., M.D., and Wm. J. Dieckmann, B.S., 

St. Louis, Mo. 

From the Department of Obstetrics, Washington Vniversity School of Medicine. 

O NLY a small part of the extensive literature on placental infarcts 
is devoted to the so-called red infarcts, and this term has been 
loosely used by different authors to describe different lesions. So 
far as we can determine there is no generally accepted definition of 
this term. We have chosen to call all red lesions hemorrhagic and 
have attempted to distinguish between red infarcts and other con- 
ditions Avhich should not be so called, and to demonstrate what rela- 
tion, if any, they have to Avhite infarcts. 

Our routine method of examination of placentae is as follows-. 
They are washed free of blood and placed in 10 per cent formalin 
and allowed to remain in this solution about seven to ten days. 
They are then described in gross and cut in slices about 2 cm. thick. 
This enables us to detect lesions in the substance of the organ that 
would otherwise be missed. Blocks are taken for microscopic study 
from all areas showing anything unusual. 

Up to the time this work was started we had examined three hun- 
dred and twenty placentae, at or near full term, and were struck with 
the frequency of hemorrhagic lesions, which were noted in one hun- 
dred and tAventy-three cases, or 3'8 per cent. These liaAm been Amri- 
ously termed: apoplexy, ( CruAmilhier, Jacquemier, Gierse, Meckel, 
Scanzoni and Williams) ; hematoma, (Klebs) ; hemorrhage, (Kuehnel, 
Simpson, Rokitansky, Brindeau and Nattan-Larrier) ; hepatization, 
(Bracket and Scanzoni) ; red infarcts, (Williams, Young and others). 

The terms “apoplexy” and “hematoma” seem to haAm been given 
to dark-red, circumscribed areas. Williams states that he has had 
occasion to examine them in but a fcAv instances, but believes they 
differ essentially from other forms of infarcts. Kuehnel seems to have 
the same lesion in mind Avhen he describes hemorrhages into pre- 
formed cavities. Brindeau and Nattan-Larrier give three forms of 
liemorrliage : The first, a hemorrhagic nodule formed by hemorrhages 
of varying size into the substance of the placenta, the apoplexy of 
other authors ; second, diffuse hemorrhage in the substance of the pla- 
centa, apparently the hepatization described by others; third, retro- 
placental hemorrhage. 

•Read before the St. Louis Gynecological Society, April 14, 1922. 
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The term “red infarct” is applied by -Williams to two different 
lesions. First, pinkish or briek-dust colored masses, irregularly 
shaped, more or less solid, and sharply marked off from the surround- 
ing tissue and occasionally occupjdng a large portion of the placenta ; 
and second, round areas varying from bright red to almost black in 



Fig-. 1. — Sliowing two types of honiotomata, tlic large circumscribed one in the center and at 
cither end the smaller ones not circiimscrihed, as described in text. 



Fig. 2 . — Thirteen weeks' abortion. Villi without vessels showing infarction. Thej' are widely 

separated by marked hemorrhage. 

color, which are apparently composed almost entirely of blood and 
are sharply marked off from the surrounding tissue by a capsule 
which presents a more or less fibrous appearance. These have also 
been spoken of as apoplexy. The first kind, he says, is closely re- 
lated to the ordinary -white infarcts, and dilfers from them only in the 
fact that a greater number of red blood cells are enclosed in the meshes 
of the fibrin network by which the degenerated villi are bound to- 
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getlier. We have not found anything in onr study to correspond to 
this description. 

The red infarcts of Young are entirely different from those of Wil- 
liams. He believes that white infarcts are red in the beginning. He 
says, 'Hu the earliest stage recognizable to the naked eye the patch 
is deep red, purple, or even black. It may not be visible until thrown 
in relief against the surrounding paler placenta which has lain for 
some days in a fixing solution into which the unelotted blood of tlie 
intervillous spaces has oozed. Microscopically in this stage the color 
is due to the engorgement of villi with blood. The whole appearance 
in this stage closely simulates the vascular hyperemia and stagna- 



Fig. 3, — Microscopic picture of the smaller hematomata shown in Fig. 1, showing practically 

normal villi surrounding blood. 


tion which occurs in other tissues when there is any lowering of vital- 
it3^ It is an evidence of a local reaction which precedes the local 
death that is inevitable when the blood supply is cut off. As the 
process goes on the infarct becomes paler and finally white, due to 
tlie disappearance of the hemoglobin. In association with these vessel 
changes there are other changes in the infarct. The villi are closely 
packed together, the maternal spaces being empty or nearty so, the 
villi lie opposed to one another, or there may be actual fusion of the 
epithelial surfaces. Eden explained this as being due to a progressive 
diminution of blood supply to a part of a cotyledon by obstruction 
of a maternal artery, which would cause the villi to become crowded 
together because there would not be .sufficient blood to maintain their 
normal distance from one another.” 
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That obliteration of maternal arteries does take place before labor 
is shown by Goodall in his work on involution of the uterus. He de- 
scribes changes in the arteries of the uterus of a woman forty-four 
hours after labor that must have taken days for their development. 
"The changes present in the vessel walls, particularly in the elastic 
coats during involution, are present, but have gone on to a complete 



Fig, 4. — L,arge hematoma surrounded hy white infarct, most of which is formed from vilU. 



Fig. 5. — Microscopic picture of Fig. 4, showing, to one side, white infarct formed from viUi, 
and to the other, fibrin formation in blood clot, resembling white infarct. 


obliteration of the lumen or a narrowing of its calibre by these 
changes and by thrombus formation.” He goes on to say, "That 
there is a close connection between these changes and the presence of 
so-ealled placental infarcts, I have but very little doubt. The pres- 
ence in such a specimen as this, in numbers much greater than in the 
average parturient uterus, is quite in accord with the multiplicity of 
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placental infarcts foimd in placentae of women suffering from renal 
disease.” If obliteration of an artery can affect an isolated portion 
of tlie placenta, it means that different portions of tbe placenta are 
nourished by different vessels and there is not a free communication 
of the maternal sinuses. Young believes this is so because injection 
of coloring matter in the center of a lobule will demonstrate its iso- 
lation and also because the fissures betAveen the cotyledons are occu- 
pied by solid partitions of decidua. 

Young believes that the villi are not dependent on their own ves- 
sels for nourishment but on the maternal blood, and gives as his rea- 
sons: (1) The time when the chorionic elements are most active and 
proliferate most rapidly is during the early stages of development and 
before there are any fetal A'^essels formed. (2) In hydatid mole the 
Aulli proliferate and there are no fetal vessels. (3) In tubal pregnancy 
where blood supply from the ormm has been cut off by hemorrhage, 
but Avhere the maternal circulation is unimpaired the tips of the 
necrotic Aulli remain healths’". He states that retroplaeental or intra- 
placental hemorrhages are the cause of infarct formation because 
they do interfere Avith the maternal supply to the affected part, but 
does not apply the term “red infarct” to them. 

• It is not our purpose in this paper to take up the whole subject of 
Avhite infarct formation and Ave include this Avork of Young because 
in our oAvn study we found one “hemorrhagic lesion” that ansAvers 
Young’s gross description and three others that ansAver his micro- 
scopic description. One small cotyledon, 3 cm. in diameter, at the 
margin of the placenta was dark red in color and rather firm, Avith a 
slightty paler area about % cm. Avide at one margin. Microscopically 
the dark red portion showed the engorgement of the villi and close 
packing of the villi described by Young, and the paler portion shoAved 
his later stage, the hemoglobin less in amount, cells taking, the stain 
poorly and the villi in places fused and in places shoAving a thin layer 
of fibrin about their periphery, such as can be seen in almost any 
infarct. 

Besides the lesion above described, Ave haA’e found three other 
types. (1) CaAdties, varying in size from that of a pinhead to % cm. 
These are ahrays irregular in outline, AAuth no clear-cut margin, and 
have the appearance of being formed by Avide separation of the Aulli. 
Most of these contain blood but a few are empty. Of the hundred 
and tAventy-three placentae showing hemorrhagic lesions, AA^e found 
eighty-seven with these cavities,, or 70.7 per cent (Kg. 1.) Micro- 
scopically they bear out the appearance described in gross, i.e there 
is no clear-cut margin, the cavity having the appearance of’ being 
formed by a wide separation of the villi, with the latter protrudin- 
into At much like tbe branches of a tree. The blood, when present” 
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lias the appearance of fresh blood, there being no tendency for fibrin 
formation such as is seen strikingly in our third type of lesion. Ex- 
cept in one case, infarct fonnation in the surrounding villi is prac- 
tically absent. In this case the presence of normal vessels in the villi 
is veiy noticeable, shoiving that infarct formation is possible ivithout 
tliere being an endarteritis. This has been very noticeable in all the 
Avbite infarct formation involving A'illi and associated ivith hemor- 
rliagic lesions. 

We have also found infareted villi in a very early placenta associ- 
ated ivith licmorrhage. This was from a woman thirteen weeks preg- 
nant Avho took a rough automobile ride three days before abortion. 
Tlic specimen in the gross consisted of a mass of placental tissue 



Fig. 6. — Early stage of transformation by Fig. 7. — Later stage of same process seen 
fibrin formation of a blood clot, as seen in 
Fig. 1, into what resembles white infarct in 
gross. 


8 cm. X 2 cm. On section it Avas densely infiltrated Avith blood, mak- 
ing it impossible to recognize placental tissue. Microscopically it 
sboAved small numbers of A'illi AA^bich sliOAA'^ed infarction in all stages. 
This is a ease (Fig. 2) sliOAving infarction Avliere there are no fetal 
A^essels, the maternal siijAply cut off by liemondiage, probably trau- 
matic. 

Onr second type is that in Avhich the Avliole, or a lai’ge part of the 
placenta is densely infiltrated AAdtli blood, the organ being heaA^j^ and 
A-ery thick in comparison to other placentae; it is spongy and oozes 
dark red, sometimes almost black blood, and to this the term “hepat- 
ization” might Avell.be applied. This condition we found in eight 
cases, or 0.65 per cent of the hundred and tAvent 5 ’'-three. In seAmn of 
these eases Ave also found the cavities first described. Microscopically 
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they show nothing characteristic except that all the intervillous spaces 
are large and filled with blood. 

The third type, and the one which we believe is probably the same 
as the first hut more extensive and which plays an important part in 




9.— A very large hematoma being converted into white infarct. Notice white striations 
of fibrin being laid down in the blood clot, 

the formation of at least some white infarcts, occurred in forty- 
three cases, or 35 per cent. These correspond to one kind of Wil- 
liams’ red infarcts, the apoplexy of other writers, and the intrapla- 
eental hemorrhages of Young. We propose to show that starting 
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with, a collection of pure blood these become converted into structures 
that in the gross have the identical appearance of white infarcts, but 
in whose formation villi play no part. 

These collections of blood differ materially from those first de- 
sei’ibed in that they are always larger, varjdng from 0.5 to 3 cm. in 
diameter, some irregular in shape, but many round or oval. They 
are definitelj^ circumscribed, having a clear-cut margin and early 
show nothing like a capsule, in the gross appearing merely as a collec- 
tion of blood surrounded by normal placental tissue. In this stage 
microscopically they show merely a blood clot, the surrounding villi 
being normal or showing slight white infarct formation. This infarct 
formation may remain slight or there may be a large area of sur- 
rounding villi that undergoes the changes described by Young and 
forms a white infarct. This white infarct formation seems to be ex- 
plained by Young’s theory of interference with the maternal supply 
by the collection of blood. Where it is not so extensive, there al- 




Fig. 10. — Hematoma Just beginning to show 
fibrin formation. 


Fig. 11. — A mass identical in ap- 
pearance with white infarct,^ formed 
from a hematoma, which, in gross 
c^annot be distinguished from the or- 
dinary while infarct. This is from 
the same placenta as Fig. 10. 


ways being some, we assume the adjacent areas to be supplied by 
other vessels. We do not believe this appearance of blood surrounded 
by infarcted tissue can be called a hemorrhage into white infarct 
as has been claimed by some authors. 

Independent of this infarction the collection of blood itself under- 
goes the changes which convert it into a mass analogous to white 
infarct in the gross. This is in accord with the findings of Dieulafoy 
who says, "The lesion is charactei'ized by the appearances of hemor- 
rhages, which are converted into white infarct. The primary lesion 
is hemorrhagic; the white infarct is secondary. The recent infarct 
contains fluid blood, or having a gelatinous consistency, is almost 
black in color. When the infarct is older it becomes pale, the coloring 
matter of tbe blood disappears and finally reaches the tint of a white 
infarct. If the infarct is incised it appears to be formed of fibrin, 
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more or less dense in appearance and sometimes disposed in a series 
of concentric layers. In tlie center we often find a small collection 
of colored finid forming the residue of the blood serum. 

Cruveilbier in bis article on apoplexy stated that be bad observed 
a complete series of eases wbicb demonstrated tbe transformation of 
ordinary apoplexy into tbe pale, wbite, fibrous areas. Sbaffer con- 
siders tbat many of tbe small subeborial infarcts are tbe result of 
tbe organization of localized hemorrhages. De Lee says, “organiza- 
tion of tbe clot occurs and it is possible to trace tbe changes through 
tbe stages of (1) soft, red-black clot; (2) brick-red, firmer masses; 
(3) fibrin formation in tbe periphery; (4) through and through bard, 
fibrous nodule.” 



Williams disagrees with these authors and thinks these lesions dif- 
fer essentially from other forms of infarcts, believing endarteritis 
is the chief etiological factor in white infarct formation. 

In the fresh collection of blood already described there appear stria- 
tions near one margin, slightly lighter in color than the remainder 
of the clot. These increase in number and become paler, giving the 
whole clot a pink rather than a red color, with white striations 
thronghont. As the process goes on the color becomes whiter, the 
striations become wider and closer together until, as in one of our 
specimens, it has the identical appearance in gross of a white in- 
farct (Fig. 11). The microscopic appearance corresponds with the 
gi’oss. The striations are layers of fibrin being formed, the red blood 
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cells are becoming feiver and the fibrin more abundant, giving the 
appearance of a laminated clot. 'We are able to folloAv the decrease 
in red cells and the increase in fibrin throughout the progressive 
stages to the typical -white infarct in gross -which still sho-ws a fevr 
red cells caught in the infarct. There are no villi involved in this 
process, the blood itself being converted into the -white infarct. The 
different stages, both gross and microscopic, are sho-\vn in Figs. 3 to 
12. There is no evidence in any of our sections of organization as it 
is usually understood, i.e., proliferation of fibrous tissue and in- 
growths of new vessels. 

That hemorrhage can be the origin of while infarct we believe is 
even more clearly shown in another specimen, a Avhite infarct, 3' cm. 
in diameter, on the maternal surface which, on section, is seen to 



Fig. 13. — This wns oripinaJly n retroplaccntal hemorrhage \Yhich on the surface looks like 
the usual white infarct. Kotice small clot still remaining in center. 


extend 1 cm. beneath the surface. In the center of this infarct is a blood 
clot 1 X 0.5 cm., seen in Fig. 13. Microscopicallj’’ (Fig. 14;) this clot 
is seen snrroturded by layers of fibrin in wbicb a few red blood ceils 
can still be distinguished. Separating this infarct from the placental 
tissue about its entire margin is a layer of decidual tissue, the pic- 
ture one sees in a retroplacental hemorrhage, which condition Ave be- 
lieve this infarct originally Avas, being eoiiA'erted into a Avhite infarct 
by the process described aboAm, leaAdng the small collection .of blood 
still in its center. 

We helieA'e that the three types of lesions ahoA'e described haAm a 
common etiology. 

In considering the question as to the origin of these collections of 
blood, the first thing to be determined aa-ouM be AA'hetlier it is fetal or 
maternal in origin. If fetal, it is eA'ideutly due to rupture of a fetal 
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vessel and is a true lieniorrliage. Brindeau and Nattan-Larrier have 
observed this but we have not been able to confirm it. If, on the other 
band, it is maternal blood, such a term could not be applied, for, as 
Williams says, “The intervillous spaces are in themselves blood ves- 
sels, and we are hardly justified in speaking of hemorrhage into blood 
Amssels.” 

We have not been able to definitely decide the origin of the blood 
but feel at the present time it is probably maternal. If such is the 
case, the most logical explanation -would be back pressure due to 
venous stasis from thrombosis, the size of the lesion being in propor- 
tion to the extent of inference with the return flow. This is pointed 



I'ig. 14. — Microscopic picture of Fig, 13, showing vilH on one side, fibrin on the other, and 

between decidual cells. 

out clearly by Young and advanced by him as the origin of retropla- 
cental hemorrhages. Goodall, in speaking of changes in the veins 
before labor, says, “In the smaller veins of the placental area there is 
usually a complete obliteration due to the building of a thrombus.” 
Schilling believes that in some cases there is a thrombosis originating 
in the maternal vessels of the decidua and then gradually spreads to 
the intervillous spaces. 

In all our cases there were only four of toxemia, one of which is 
mentioned above. Aside from this one the lesions were no different 
from those found in our normal pregnancies. It is interesting to note 
that many authors find “red infarcts” and albuminuria closely asso- 
ciated. Rouhaud, in 1882, noted that 40 per cent of the cases which 
had albuminuria had red infarcts and 40 per cent of these had dead 
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infants. Many other authors have shown similar relationship. There 
were four stillborn infants in our series, two of which were in toxemic 
cases and the other two accounted for by other factors. These eases 
had lesions similar to the others where the infants were in good con- 
dition. 

CONCLUSIONS 

(1) At least some of the usual white infarcts resulting from changes 
in the villi may be red in color at first as described by Young. To 
this the term “red infarct” is applicable. 

(2) The other lesions that have been variously termed should not 
be called red infarcts, because in reality they are not infarcts but 
collections of blood, to which the term “hematoma” or “hepatiza- 
tion” might be applied, depending on whether circumscribed or dif- 
fuse. They have a common etiolog 3 L 

(3) The maternal blood is of primary importance in nourishing 
the villi, as pointed out by Young. 

(4) Collections of blood in the placenta maj’- be the beginning of 
white infarcts in two wa 3 's, (a) bj' the actual conversion of the blood 
itself into a white infarct, which in the gross does not differ from any 
other; (b) by causing infarction of the surrounding villi as the result 
of interfering with maternal circulation. 

(5) There can be white infarct formation without endarteritis in 
the fetal vessels. Whether this is true in all infarcts we are not pre- 
pared to say at the present time. 
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BLOOD STUDIES IN NORMAL PREGNANCY^' 

By 0. S. Krebs, B.S., M.D., and A. P. Briggs, B.S., St. Louis, Mo. 

(From the Department of Obstetrics, Washmgton University School of Medicine.) . 

has been, probably, no more fertile field for investigation 

than that offered by various abnormal conditions that present 
themselves during pregnancy. Just one of them, eclampsia, has a 
very extensive literature dealing ivitb the many theories of its 
causation, but as yet the exact nature of the underlying cause is 
not linown. 

Various investigators tell us of the value of urine study in the 
toxemias of pregnancy; others have emphasized the rather ques- 
tionable value of a determination of the nonprotein nitrogen in con- 
trast to the clinical course, blood pressure and urinary findings; an- 
other has pointed out the value of the noncoagulative nitrogen 
coefficient; and still others mention that high nonprotein nitrogen of 
u'-hieh the urea nitrogen forms a small percentage, is characteristic 
of toxemia of the hepatic type; and finally others say that the blood 
pictures in eclampsia and toxemia are interpreted most readily in 
terms of kidney insufficiency. Thus ive find that blood studies which 
have been confined largely to the nitrogenous constituents are valu- 
able in considering the diagnosis and prognosis of the various dis- 
orders of pregnancy but throw no light on the exact nature of the 
toxemia, or the source of the toxins. 

Another line of investigation seemed reasonable to assume as per- 
haps being able to throw some light on the various abnormal condi- 
tions that obtain during pregnancy. An investigation of the inor- 
ganic constituents of the blood was therefore proposed, the investi- 
gation being reported having taken into consideration bloods of the 
normally pregnant woman. 

A review of the literature, as can be seen from the following, has 
shown that the inorganic constituents of the blood in pregnancy 
have been rather indifferently investigated. Calcium and magnesium 
have been the elements most frequently determined and the nephri- 
tides were the favorite clinical sources of the bloods; the toxemias 
of pregnancy being rather superficially studied. 

In 1906, Silvestri estimated that the calcium content of a fetus increases 
rapidly toward the end of term and feels that this must be a great drain upon the 
mother, especially during that time. 

Read before the St. houis Gynecological Society, April 14, 1922, 
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In 190S, MacCallum and Vocgtlini in studj-ing tho relation of tetany to parathy- 
roids, say that in osteomalacia and rickets there is evidently a common source which 
leads to the decalcifieation of tho bones and other tissues and consequently to 
tetany. Whether this depends on a lesion of tho parathyroids as Erdheim sug- 
gests, remains to be determined. In tho tetany which accompanies pregnancy and 
lactation, however, it can easily be believed that there is no organic lesion of the 
parathjToid glands, but that tho decalcification of the tissues is directly duo to 
the extraordinary drain upon them in the production of the bones and other calcium 
rich tissues of the fetus, or in the secretion of milk which has a large calcium con- 
tent. Further, they say that nunictous researches have shown the important re- 
lation of the calcium salts to tho excitability of the central nervous system. 

In 1910, Mitchells reported a new theory of eclampsia on the basis of calcium 
deficiency. He says that the calcium theory explains many clinical features of 
eclampsia, viz., the greater frequency at term; the greater frequency in twin 
pregnancy; the nervous excitability and convulsions; the delayed coagulation time 
of the blood; the decayed teeth; the urinary' findings; the associated edema; the 
eclampsia of lactation and tho newly born ; the well-known cessation of convulsions 
under mild diet. 

In 191G, Howland and Marriott® investigating tho calcium content of the blood 
in rickets and tetany stated that in the majority of nonnal cases the calcium varies 
between 10 and 11 mg. per 100 c.c. of blood scrum. 

In 1910, Marriott and Howlandio in studying tho acidosis of nephritis in re- 
gard to phosphate retention in the blood, said that tho retention of acid phosphate 
would seem to be sufficient to account for the degree of acidosis observed. That 
the high phosphate content is due to interference with a specific function of the 
kidneys and not to increased phosphate production in the body or increased ab- 
sorption from the intestinal tract is shown by the fact that the urinary output of 
phosphate is not increased and indeed may be diminished. The accumulated phos- 
phates of the serum, even though neutralized, arc capable of doing seiious harm to 
the organism. The amount is sufficient to have a definite influence on the osmotic 
pressure. This suggests a possible connection with the phenomena of edema and 
hydremia. Marriott and Howland have found further, in most of the cases studied, 
a marked reduction in the calcium of the serum. What iirfluence this low calcium 
content may' have in the production of such symi)toms as convulsions and hem- 
orrhages can only be suggested. Tho low calcium content they refer to the excess 
of phosphates in the plasma. , They' say that it has been shown repeatedly' that 
phosphates administered in any form cause an increased elimination of calcium, 
chiefly by way of the intestines; the converse is also true. 

In 1917, Lymaii'i reported the average calcium content of the blood for males 
as 6.1 mg. per 100 c.c. of blood, while that of females was 7.1 mg. 

In September 1917, Halverson, Mohlcr and Bergeimii published an article on 
the calcium content of the blood serum in certain pathological conditions. In 
pernicious vomiting of pregnancy they found the value for serum calcium was 
normal, the excretion of calcium, ammonia and acid was very' high. After alkali 
administration there w'as an immediate drop in calcium excretion to less than 10 
per cent of the normal value. Similar rapid decrease in acidity and ammonia were 
noted. Apparently calcium excretion increased with an excessive acid production. 
Distinct decreases in calcium content wei'C noted in cases of hematogenous jaun- 
dice, eclampsia, pneumonia, and particularly' uremia. The normal range was from 
9 to 11 mg. of calcium per 100 c.c. The authors emphasized the great constancy' 
of calcium in the seium as compared with most blood constituents. . 

In 1920, Denis and Minot® concluded that the result of a study of the effect 
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of the administration of calcium salts by month to men, cats and rabbits indi- 
cates that in most cases it is impossible to increase the concentration of calcium 
in the plasma by injection of calcium salts, but that in cats and rabbits where the 
initial concentration is low, it is sometimes possible to greatly increase the amount 
of calcium in the plasma by feeding salts of the element. 

In 1920, Underhill, Honeij and Bogertc in studying calcium and magnesium 
metabolism in disease, stated that it is evident that with normal subjects in negative 
calcium balance, added calcium causes the balance to become positive, and that 
the additional calcium exerts little or no influence upon the magnesium balance. 
The influence of added calcium is, however, only temporary, since its withdrawal 
results in a resumption of a significant negative calcium balance. Added mag- 
nesium changes a slightly negative magnesium balance to a strongly positive one 
without a very significant influence upon the calcium balance. 

Blair Bell,? in “The Sex Complex,” 1921, says concerning calcium metabolism 
that it is differently employed at three different periods of life. Until puberty, 
calcium is chiefly utilized in building up the skeleton; after this epoch, for re- 
production, and lastly and pathologically, if the termination of life be pathological, 
for producing changes which are associated with senility, namely, the retention 
of lime salts in the tissues, especially tlic .arteries. The calcium metabolism is di- 
rectly influenced by most of the internal secretions. Some, sucJi as infundibulin 
and suprarenin, induce the retention of calcium salts in the blood and tissues — 
that is to say, they are anabolic in respect to these salts; while others, such as the 
thyroid and ovarian secretions, are hatabolic. Consequentlj-, as lime salts them- 
selves have a pressor action, an indirect effect of this nature is produced on 
the vasomotor system by those secretions which lead to the retention of calcium 
compounds in the blood quite apart from their own specific actions. Considering 
parathyroid secretion. Bell says that all that concerns the calcium metabolism, 
closely concerns the reproductive functions; consequently the parathyroids may be 
involved in many disorders of menstruation, pregnancy, and lactation, although 
as yet there is little direct evidence that this is so. Erdheira has stated that in 
osteomalacia he has found hyperplasia of the parathyroids. If this exceed that 
found normally in pregnancy, it is probable that this change indicates an attempt 
on the part of these organs to prevent the excessive secretion of lime salts which 
occurs in osteomalacia, for it has been shown that after removal of the parathy- 
roids there is a deficiency of calcium salts in the tissues. Tetany of pregnancy 
is attributed to insuflicieney of parathyroid secretion and the e.xperiments of 
Vassale and Generali, and Adler and Tlialer, appear to bear out tliis view. These 
observers found that partial parathyroidectomy- may give rise to no symptoms 
unless the animal be pregnant, when tetany is prone to occur, or to follow par- 
turition. It is, therefore, more than probable that the tetany which may be seen 
in the human subject during the later stages of pregnancy is associated directly 
or indirectly with the metabolism of calcium and the control of this metabolism by 
the parathyroids. 

Vassale believes that insufficiency in the parathyroids is to be found in 
eclampsia, a toxemia which he thinks may- be successfully treated by an extract 
of these organs. It seems likely that this method of treatment acts indirectly— 
that is, calcium retention is promoted and excessive acidosis, so constant in this 
disease, is prevented. It has been suggested by Silvesfri that excessive vomiting of 
pregnancy may bo due to suprarenal insufficiency, and this writer claims to have 
treated hyperomesis successfully by the administratiou of suprarenin If tliis 
bo so, the therapeutic effect is somewhat complicated; the suprarenal being dam- 
aged by the toxemia of pregnancy allows an excessive excretion of lime salts, 
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and the loss of calcium may induce a condition of acid intoxication with associated 
vomiting. Again, it will bo remembered that Bossi has shown that osteomalacia may 
be relieved by injections of suprarenin, and that this author concluded that 
in this disease there is a suprarenal insufliciency. 

In 1921, Myers and Shorts stated that the potassium content of normal human 
blood serum amounts to rather less than 20 mg. per 100 c.c., while for whole 
blood the figures are from 8 to 12 times this amount. In ;a series of seven 
nephritics with marked nitrogen retention, no increase in potassium content of 
the scrum or whole blood was noted. The authors say that these few observations 
do not lend sujiport to the suggestion of Smillie that some of the symptoms of 
uremia may bo due to potassium poisoning as a result of retention of this element. 

Kramer and Tisdallo in the same Journal, reported values for various of the 
inorganic constituents of the blood. These figures were: Sodium, 175 to 225 mg. 
per 100 C.C.; potassium, 153 to 201 mg.; calcium, 5.3 to G.S mg.; magnesium, 2.3 
to 4.0 mg. The concentration in the normal blood varies more than in normal 
serums duo to variation in the corpuscular content of the blood. 

The data tve have obtained are in the nature of a preliminary report 
to studies we expect to cany on at some future time. Our cases were 
Avomen ivith clinically normal pregnancies, taken at various periods 
of gestation. Normal cases tvere studied first so that a comparison 
could be drawn with the study of pathological bloods which ive hope 
Avill folloAv. In conjunction with a determination of the inorganic 
constituents, certain of the nitrogenous elements and sugar content 
were estimated, so that if at any time any unexpected interpretation 
might be suggested that we ivould have the figures of a rather com- 
plete blood study for possible corroboration. 

Table I shoivs the tabulated figures in our series. 

The inorganic determinations ivere made in the Department of 
Biological Chemistry bj^ A. P. Briggs. Sodium Avas estimated by the 
graAdmetric method of Kramei'^^; potassium by an unpublished colori- 
metric method by E. A. Doisy of the Department of Biochemistry, 
■Washington University School of Medicine; calcium by a Amlumetric 
permanganate-oxalate method; magnesium by a colorimetric method 
by A. P. Briggs (now in press) ; phosphorus by a modification of the 
colorimetric method of Bell and Doisy^®; chlorides by a Amlumetric 
method of McLean and Van Slyke.^'‘ The nitrogenous elements were 
determined by the Polin-WW'^ methods and sugar by the Shaffer- 
Hartmann^® technic. 

The results of the study of blood with special reference to the in- 
organic constituents shoAvs a great constancy of all the elements in 
normal pregnancy, regardless of the period of gestation, AAuth one 
exception, namely, that in the last weeks of pregnancy our few 
cases showed the calcium content to be slightly loAA’-ered. This latter 
finding is in accord with the ideas of MacCallum and Voegtlin, who 
emphasize the drain on the maternal organism by the demands of 
the fetus and in lactation. Hahmrson, Mohler and Bergeim mention 
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the constancy of calcium and Myers and Short the constancy of potas- 
sium in normal bloods. 
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RENAL COLIC ASSOCIATED WITH URETHRAL CONDITIONS 

IN WOMEN"' 

By E. MacD. Stanton, M.D., F.A.C.S., Schenectady, N. Y. 

'^HE patients comprising the group of cases ivhich I ivish to de- 
scribe have long been recognized bj' gynecologists and urologists 
as presenting attacKs of t 3 'pical renal colic but with rather indefinite 
pathologic findings. Some surgeons, notablj' Hunner of Baltimore, 
would have us believe that the jiain in manj' of these cases is due to 
stricture of the ureter, Hunner believes that true . stricture of the 
ureter is actuallj'- a common condition and that our failure to diag- 
nose these eases properly is simply' because we fail to recognize the 
stricture. The attitude of Hunner on this subject was clearlj'- stated 
in his paper before the New York State Society meeting in 1919, when 
he said, “In the three and one half .years since mj'- first paper, I have 
diagnosed and treated about 500 cases, and I have had the satisfac- 
tion of instructing or inspiring other men in different sections of the 
country to take up this work and they have obtained similar results. 
It has been a source of interest to receHe letters from some of these 
men, sajnug thej' are finding so manj’’ cases that thej’- doubt the accu- 
raej’- of the technic. I have had the same doubts and misgivings manj" 
times in my own work, and it is only because of the satisfaetoiy re- 
sults to the patient that I am still firm in my belief in the accurao.v 
of ny conclusions. I believe I have demonsti’ated that ureteral stric- 
ture is one of the commonest causes of abdominal sjmrptoms in 
women.” 

I for one cannot agree with the above statements. In the first place 
a true stricture is a definite pathologic condition. Real sti’ietures if 
they exist for any length of time are accompanied bj’- the secondary' 
results of the obstruction, namely, dilatation of the ureter or pelvis 


*Read before the Ontario County Medical Society at Clifton Springs, -N. Y., April 11, 1922. 
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above tbe stricture. Hundreds of thousands of autopsies have been 
performed with the minutest care by most competent pathologists. 
"Were true ureteral stricture a common condition, it would long ago 
have been recognized as such through autopsy findings. As a matter 
of fact, simple strictures of the ureter are not commonly found at 
autopsy. Hydronephrosis or hydropyonephrosis is rather frequently 
found postmortem but in the great majority of cases it is due to 
prostatie obstruction, pressure of tumor growths, stone or other pathol- 
ogy not primarily caused by ureteral stricture. 

With modern diagnostic methods, true strictures of the ureter are 
readily recognized. The findings, obtained by the use of the ureteral 
catheter and the injection of x-ray opaque fluids into the urinary 
tract are positive and for actual strictures are definitely characteris- 
tic. During the past ten years we have made routine use of the com- 
bined x-ray and cystoseopie diagnostic method in practically all cases 
presenting symptoms referable to the urinary tract. During this time 
our findings as regards the frequency of gross obstructive lesions of 
the upper urinaiy tract agree with what we would have a priori ex- 
pected from previously reported autopsy series. We have encoun- 
tered a considerable number of cases of hydroureter and hydroneph- 
rosis due to such causes as stone, pregnancy, pressure of tumor 
growths on the ureter and to anomalous vessels in the region of the 
pelvis of the kidney. Tuberculous strictures have been fairly com- 
mon. All told, the above-mentioned causes including stone have ac- 
counted for less than half of the cases referred to us Avith undoubted 
histories of pain of renal origin. Colon bacillus pyelitis Avithout de- 
monstrable ureteral stricture, accounts for a feAV of the remaining 
eases; chronic nephritis, evidence of recently passed “graAml” or 
stones and miscellaneous other causes account for a fcAV more cases 
but Ave still have a large proportion, roughly about one-third, unac- 
counted for. 

When Ave come to the study of this residual group Ave encounter 
certain rather outstanding general facts. In the first place most of 
these cases are in Avomeu of the hypersensitive, sometimes definitely 
neurotic type. General experience AAuth this type of patient has led 
all diagnosticians to expect rather major pain symptoms to be pro- 
duced by relatively minor pathology. 

I mention this factor of liypersensitiA’eness or hypersuseeptibility 
to colic pains because I believe this tA^e of patient should always be 
recognized and the pain susceptibility of the indiAudual cAmluated as 
a fundamental step in the diagnosis, no matter AAdiat the symptom 
complex. 

The hyper.suseeptibility to pain, producing spasmodic contractions 
of the involuntary muscle tissue of the urinary tract, is, I believe, a 
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rather essential factor in the group whieh I wish to discuss. How- 
ever, we also find in these cases a real pathology which I believe acts 
as an actual exciting cause for the attacks of renal pain. 

The following history illustrates a typical case which has now been 
folloAved over a period of eight years and seven months: 

Mrs. B., ago forty-five, scon in consultation, February 11, 1913. She has ahvays 
been fairly robust, but of a nervous, hypersensitive type. Seven years previoudy 
she was operated by Dr. Elting of Alban}'. The question of renal pam vras dis- 
cussed at that time but Dr. Elting could find nothing ivrong with her kidneys and 
completed the operation by removing her left tube and ovary and appendix. Fol- 
lowing the operation she thought she was better but she continued to have some 
bladder trouble and occasional pains in the left upper abdomen. She is the mother 
of one child. There was no history in any way suggesting pelvic infection. 

During the past year she had had four very severe attacks of pain centering 
in the region of the left kidney. The last attack began the night before I saw her 
with pain over the bladder followed by suddenly developing very severe pain in the 
left kidney region which radiated downward along the course of the ureter. For 
two or three days following these attacks she had painful frequent urination. The 
first attack came on during the night, the second attack followed an automobile ride 
and the other attacks had, she thought, followed slight exertions. 

General physical examination showed a well developed, well nourished woman. 
Skin of good color, temperature and pulse normal. Chest negative. Abdomen gen- 
erally h}'persensitive with marked tenderness over loft kidney region and at Murphy's 
point posteriorly. Scar of old low median incision. Vaginal examination showed 
nothing notewortliy. X-ray examination of the entire urinary tract showed no evi- 
dence of stone. 

Cystoscopic Examination.~At the external meatus there was a small caruncle- 
like area. The entire urethra appeared to be thickened and hypertrophied to vaginal 
palpation. Even after thorough cocainization the cystoscope was passed with diffi- 
culty and with great pain and caused some bleeding of the urethra. There was no 
evidence of a diffuse cystitis but the area of the trigone was markedly injected. 
The area of injection was most marked on the left side where it extended to the 
region of the left ureter which was surrounded by a well marked areola. Both right 
and left ureters spurted clear urine. 

Because of the negative urine, the normally spurting ureters, and the fear of 
producing an attack of renal colic, no attempt was made to catheterize the ureters 
at this examination but at a subsequent examination they were easily catheterized 
with no evidence of obstruction or hydronephrosis. 

The urine was clear, sp. gr. 1011. Slightest doubtful trace of albumin. (No 
albumin found on repeated subsequent examination), no sugar. Centrifuged speci- 
men showed one cast and a few cells, mostly epithelial. No evidence of pus or 
active infection. 

Following the cystoscopic examination she had no more attacks of renal pain 
until September 6, 1914, a period of nineteen months; then she had a prodromal 
period of bladder irritability followed by a typical attack of renal colic with lesser 
attacks extending over a period of about a month. Finally she consented to a 
cystoscopic examination, which showed a recurrence of the contracted urethra. Fol- 
lowing this examination and ureteral dilatation to F30 with a Kollman dilator, she 
had relief until May, 1915, or eight months, when she felt a recurrence of the 
prodromal bladder irritation and returned for a urethral dilatation. Again in Sep- 
tember, 1915, she returned to have her urethra dilated. I did not see her as a 
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patieat again imtil January 11, 1917. She then reported that for sixteen months 
she had been free from trouble but that for the past four days she had suffered 
from a good deal of pain in the left kidney radiating dow the ureter and accom- 
panied by vesical symptoms. Dilatation of the urethra at this time immediately 
started up an attack of left renal coHe but following this she remained practically 
free from trouble for more than two years or until the summer of 1919 when she 
again began to have vesical irritation followed by pain in the region of the left kid- 
ney and finally typical attacks of left renal colic. Some friend told her that repeated 
dilatations of the urethra would surely cause cancer of the urethra so she elected a 
course at a well-known Sanitarium where they made almost every known kind of a 
test except cystoscopic examination. She continued to have vesical irritability and 
repeated renal pains with occasional severe eobes until she returned to me for a 
urethral dilatation March 11, 1920. X-rays again Avere negative. Urine showed 
nothing noteworthy. Cystoscopic examination showed a moderately contracted 
urethra. Slight trigonal cystitis, with some very minute ulcer-like areas in the 
region of the left ureteral opening. A catheter was easily passed into the left 
ureter but it caused much pain and immediately started up an attack of renal colic. 
Urine from both kidneys was sterile. 

Following the dilatation of the urethra in March, 1920, she remained free from 
renal colic until July of last year. After a prodromal period of bladder irritation 
she had a typical attack of renal colic in the early part of July but with no further 
attacks up to the present time (April, 1922). 

I have recounted the above history in some detail because it is 
tj’^pical of a group of cases which in my experience are relatively 
common and comprise a large proportion of those cases of renal pain 
in which definite organic obstruction or active infection of the proper 
urinary tract cannot be demonstrated by our modern methods of 
diagnosis. 

We have now had a fair number of these cases under observation 
and in all of them the clinical picture and pathologic findings and the 
results of treatment have been relatively constant. Most of the cases 
have oceui’red in distinctly hypersensitive types of women. All have 
given a history of tj^pieal renal colic associated with bladder 
sj^mptoms. In all we have found an anatomically or spasmodi- 
cally contracted urethra. In many the urethra had been defi- 
nitely thickened. In about half of the cases we have had to dilate the 
urethra under cocaine anesthesia before passing a caliber F26 cysto- 
scope. In all cases there has been a moderate but definite trigonal 
cystitis with more or less involvement of the ureteral orifice on the 
side of the renal colic. The side involved is not necessarily constant 
in the same case. None of these cases have presented evidences of 
stone, ureteral stricture, hydroureter or hydronephrosis. The passing 
of the eystoscope often causes a temporary cessation of the ureteral 
squirt but when this nervous inhibition is suspended, the squirts re- 
sume with a normal rhythm. The ureteral catheters are easily passed, 
except that there is sometimes a temporary spasmodic holding of the 
catheter in the lower end of the ureter. The urine is as a rule ne"a- 
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tive, without evidence of colon bacillus or other forms of pyelitis. 
It is most interesting to correlate tlie .symptoms and the pathology 
in this group of eases. The phenomena of renal colic can be produced 
at will by the eystoseopist and its mechanism studied by means of 
the x-ray and pyelography. Any stimulus which will set up a spas- 
modic contraction of the smooth muscle tissue of the wall of the ureter 
or pelvis is capable of causing renal colic. Individual patients differ 
vei’y greatly as to the intensity or degree of stimulus required to pro- 
duce these painful spasms. In the phlegmatic type of individual, the 
eystoseopist can catheterize the ureters, allow the catheters to remain 
in place for a considerable period of time while the urine specimens 
are being collected, and finally the pelvis of the kidney may be filled 
with sodium bromide solution for x-ray piu'poses with veiy little 
danger of causing an attack of renal pain. On the other hand, in the 
neurotic, hypersensitive type of individual, even though no lesions 
whatsoever can be demonstrated in the urinary tract, the cystoscopie 
examination, no matter how gently conducted, is very liable to be 
followed by a severe attack of renal colic. This fact again empha- 
sizes the point that whenever' the surgeon is called upon to determine 
the cause of the colic-type of pain, be it renal, uterine, intestinal or 
hepatic, the temperament of the individual and the relative suscepti- 
bility of the individual patient to pain-producing stimuli is a factor 
which ought always to be given due consideration. I believe that 
this hypersusceptibility is an important factor in determining the 
renal pains suffered by the group of patients under consideration. 
The actual pathologic findings are quite characteristic and constant 
and serve, I believe, to place these cases in a distinct group b}'" them- 
selves. 

All of our patients belonging to this group have presented more or 
less evidence of a so-called trigonal cystitis with some involvement 
of the region of one or both ureteral orifices. In my experience the 
colic has practically always been on the side of the more marked in- 
volvement of the ureteral area. XJi’ologists may differ as to the cause 
and nature of the so-called trigonal ej’^stitis which may amount to 
little more than a definite injection of the vessels of this region. Al- 
though the general involvement of the ureteral region on the painful 
side has been definite in each case, this involvement has not been of 
the type to suggest either tuberculosis or stone. This trigonal injec- 
tion may be secondary to the contracted urethra and in some Avay 
caused by the same. The fact that the painful spasms subside after 
dilatation of the urethra would lend support to this view. 

The other pathologic finding which has been constant in my cases 
is a contracted or spasmodic urethra. In all cases this contracture of 
the urethra has been perfectly evident on attempting to pass an F26 
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cystoscope. In a number of cases ive have bad to dilate tbe uretbra 
by other instruments before it was possible to pass the cystoscope at 
all. In about one-half of the cases the urethra when examined by 
vaginal palpation appears to be definitely thickened. 

A working hypothesis for the correlation of symptoms and pathol- 
ogy in these cases may be stated as follows : 

In the first place we have a patient of the hypersensitive type. She 
develops a slight nonspecific urethritis, certainly not an uncommon 
disease in women. This sets up a more or less spastic condition of the 
urethra and favors the development of a trigonal cystitis. When 
this trigonal cystitis involves the region of the ureteral orifice, this 
ureter is sensitized, so to speak, so that with slight stimuli it develops 
the ureteral spasms which are the real cause, of the renal colic. It is 
quite possible that the renal colic starts with painful spasmodic con- 
tractures of the urethra following urination and that these contrac- 
tures of the urethra are transmitted through the trigone to the ure- 
ter. At any rate, if the urethra be kept dilated, the trigonal Cystitis 
tends to disappear and likewise the urinary irritability and the tend- 
encj’- to renal colic 

146 Barrett Street. 



BACTERIOLOGY OP PAT^LL SYSTE]\IIC INFECTIONS 
FOLLOWING MISCARRLA.6E OR ABORTION 

Br Willson B. SIoody, CmcAGO, III. 

From The John McConnich Tnstituic for Infectious Diseases and the Fathologicol 
Lahoraiory of the Cool; County Dospiial 

'^HIS report is based on the bacteriologic examination of fluids and 
organs removed at autopsy of 28 patients d 3 dng in tlie Cook 
Countj* Hospital of systemic infection following miscarriage or abor- 
tion. It covers tlie period between Ma}’’, 1920, and Januarj', 1922, 
and is jDart of a .study of tbc patbogenesis and pathologic anatomy of 
sepsis resulting from miscarriage or abortion, spontaneous or crim- 
inallj’’ induced. Rather extensive studj-^ has been made of the bac- 
teriologj'- of puerperal sepsis but it is only during the past ten or 
twelve j’-ears that much attention has been paid to the bacteria found 
in patients with evidence of sj’^stemic infection following miscarriage 
or abortion, and nearly all such investigations have been of the rela- 
tion of the bacteria found to the prognosis and treatment rather than 
to the pathologic anatomjL 

Schottmuller,^ in 1920, made a study of the cervical flora of 100 eases 
of septic abortion and isolated in largest numbers such organisms as 
S. erysipelatus, staphjdoeoccus, B. eoli and pneumococcus. Winter® 
the folloAving jmar reported similar results, determining the eourse 
of treatment bj’’ the bacteria isolated. Numerous papers continued 
this discussion concerning the bacteriologj’- and treatment and it seems 
that the majority of investigators were unable to correlate the clin- 
ical eourse with the bacteria found in the cervical secretions. It does 
appear, however, that the hemolj^tic streptococcus is not commonlj^ 
present in the cervical or uterine secretions and also that when sj^s- 
temic infection following abortion or miscarriage due to this organ- 
ism occurs, the coui-se is shorter and the mortality higher. TraugotP 
includes in his studj^ of the bacteria of the lochia in septic abortion, 
the results in six deaths. Streptococcus longus was isolated three 
times, B. eoli and a diplostreptococcus twice, and staphjdoeoccus al- 
bus and a diplostreptococcus once. Thrombophlebitis, infarction and 
endo- or parametritis were found in those instances in which S. longus 
was the predominating organism; with infections due to colon bacilli 
and staphjdoeoccus there was more suppuration: pelvic peritonitis, 
purulent parametritis and peritonitis, being noted. Wamekros^ in 
seven deaths from sepsis following abortion found streptococci in the 
peritoneal fluid or heart blood in nearly every instance, though, in 
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tliree there M'as a mixed infection. .Thrombophlebitis was present in 
three, and S. longns isolated each time. In ten cases there was one 
with peritonitis, four with peritonitis and sepsis, five with sepsis and 
pyemia. Hemolytic streptococci ivere found in the peritoneal fluid 
four times and staphylococcus once. Warnekros found that the or- 
ganisms isolated from the blood were often different from those in 
the lochia. 

Material for culture was collected by Dr. E. R. LeCount at the post- 
mortem examination of patients dead from sepsis following miscar- 
riage or abortion, 28 cases in all. In nearly all, cultures of the blood 
from the heart, of peritoneal, pleural, pericardial and cerebrospinal 
fluids, splenic pulp and uterine contents were made; and in all, stained 
direct smears were made. Blood agar plates for aerobic and anaerobic 
bacteria were made, and dextrose broth was also inoculated. 

Hemolytic streptococci were isolated as the predominating organ- 
ism in thirteen instances; B. eoli in four, staphylococcus in four, 
pneumococcus in three, B. proteus in two, B. mucosus once, and alpha, 
streptococci once. Mixed infections were encountered in various flu- 
ids, but the bacteria mentioned were found in each ease in several of 
the materials examined. 

Blood from the heart was cultured 27 times with positive results in 
22 instances ; hemolytic streptococci 17 times, B. coli and staphylococ- 
cus four each, pneumococcus, proteus, pyocyaneous and alpha strep- 
tococcus each once. 

Cultures of fluid from the peritoneal cavity remained sterile in five 
of 21 instances. Beta streptococcus was isolated in eight instances, 
pneumococcus, B. coli, staphylococcus each tivice, alpha streptococcus 
and B. mucosus each once. 

It is of interest to note that tivice, large numbers of gram-positive 
cocci were seen in cover glass preparations of peritoneal fluid but 
repeated cultures in solid and fluid mediums failed to yield any such 
organisms. 

Six of 23 cultures of spinal fluid remained sterile. Beta strepto- 
coccus was isolated in five instances; staphylococcus in six; pneumo- 
coccus and B. coli twice; pyocyaneous and B. mucosus each once. 

Fluid from the pleural cavities was cultured in 20 instances, yield- 
ing beta streptococcus ten times; B. coli and staphylococcus each 
three; pneumococcus twice; proteus and alpha streptococcus once. 

From 20 cultures of the spleen, nine remained sterile; five contained 
beta streptococcus; two B. coli; pneumococcus, staphjdococcus, pro- 
teus, and alpha streptococcus each once. 

^ Jlaterial from the cavity of the uterus was used for cultures in 14 
instances; from two nothing grew, six contained beta streptococcus. 
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two each B. coli and staiihylocoecus ; proteus and alpha streptococcus 
each once. 

Although in many cases more than one organism was recovered 
from the material, from the majority some one type of bacteria was 
found in several of the fluids examined. Summarizing the results of 
the 28 cases, there were 24 in Avhich some one organism appeared in 
several of the fluids from that body; thus beta streptococci were iso- 
lated from more than one place in 13, pneumococcus, B. coli and 
staphylococcus in three each, B. mucosus and alpha streptococcus each 
in one. Cultures during life were made from the blood of five patients. 
In only one were anj' organisms found; these were beta streptococci 
and in this ease there was thrombo-uleerative endocarditis. The hem- 
olytic strcptocoeei isolated in all instances proved to be of the beta 
type; all fermented lactose and .saliein but not mannite or inulin and 
efforts to determine any specific strain by agglutination tests failed. 
Agglutination of suspensions of these strains by serum from rabbits 
injected with strains of hemolytic streptococcus from several sources 
such as scarlet fever, erysipelas and infected tonsils as well as post- 
abortion sepsis failed to .show any specific characteristic group. 

Although it was noted at the postmortem that the alterations were, 
as a rule, peritonitis or thrombophlebitis of varying locations, degrees 
and sequences — also that these two sorts of alterations were rarely 
combined — a difference in the bacteriology to correspond to the two 
types of alterations was not definitely established. 

Naturall}' enough, statements, jjarticularly in the negative, by the 
patients who have suffered criminal or self-induced abortion, are 
entirely unreliable. Admissions Avere obtained from 13 patients that 
pregnancy Avas interrupted by midAA'ife, physician, or the patient her- 
self. In four patients, hemolytic streptococci Avere found; in seven 
staphylococcus or B. coli; and pneumococcus and proteus each once. 
In three of the four cases in AA'hich beta streptococci Avere found, it 
Avas stated that a physician or midAvife had introduced rubber bal- 
loons or perfoi’med curettage. In the fourth, the patient stated that 
she had inserted a slippery elm stick, but it was later found that the 
uterus Avas perforated. Patients AAuth sepsis associated Avith such 
organisms as B. coli or staphylococci or B. proteus Avere apparentlj’’ 
treated under conditions far from aseptic and AAutli repeated introduc- 
tions of instruments into the uterus. 

One patient aborted four days before entrance to the hospital and 
Ihmd only two days after admission. At the necropsy, gangrenous 
endometritis and acute serofibrinous peritonitis Avere found, also bi- 
lateral pleuritis and pljmsalpinx In the blood from the heart, perito- 
neal, pericardial, pleural and cerebrospinal fluids there Avas a pure 
culture of hemolytic streptococci. 
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Two patients denied any instrumentation of tlie uterus but stated 
that tbey bad taken pills and used repeated doucbes to terminate 
pregnancy. Both were ill about three weeks with cramps, chills and 
fever. At the necrojisy, gangrenous endometritis, fibrinopurulent 
peritonitis and perimetritis were found. In one instance there was 
in addition suppurative thrombophlebitis of the right iliac vein, ivith 
infarcts in the spleen and in one lung. Cultures of the blood, pleural 
and peritoneal fluids contained beta streptococci. 

Another patient had been attended by a midwife and doctor on a 
number of occasions, later developing chills, fever, sweats and swell- 
ing of the left leg, with beginning gangrene. After death a purulent 
endometritis Avith an abscess in the myometrium Avas found, with 
thrombosis of the uterine, OA^arian, renal, iliac, and femoral A'Cins and 
inferior A^ena caA’’a. Staphylococci and B. coli Avere isolated from the 
blood in the heart and the inferior A^ena eaA'a. No organisms Avere 
isolated from the peritoneal fluid. 

SUMMARY 

From this study of the bacteria found in Avomen dying from sepsis 
folloAving abortion, it appears that the hemoljdic streptococcus is 
more often found than other organisms, but that such bacteria as B. 
coli and staphylococci are not infrequently present. It is possible that 
the hemolytic streptococci are present in the lochia but it appears that 
some outside influence such as ti'auma from instrumentation, douches, 
and the like are necessary to bring about generalized infection. 
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REPEATED DYSTOCD^ FROM PETAL ANOIilALY IN 
SUCGESSmil PREGNANCIES 

By a. L. McDonald, IM.D., Duluth, IMinn, 

'^HE following experience with complete siUis transversals accom- 
-l- panied bj' polj'daetylism, tremendous fetal ascites and extensive 
anomaly of the bladder, is most unusual. Instances of sHns tramversns 
are not infrequent and if uncomplicated are not incompatible with life 
and normal growth. Repetition of almost the exact condition in the 
succeeding pregnancy is suffieientl3’- unique to justify a report. 

Mrs. O. F. C., age tvrenty-eiglit years. Family history': ao deformity or ahnor- 
mality in mother or husband, or in grandparents and families for two generations. 
Past history negative. ISIcnstruation began at 14 years of ago, regular 28 day type. 
Mother had had trvo pregnancies both of which resulted in premature labor. One 
of these babies lived but a few hours and the other was stillborn. Mother ds sure 
that there was no external deformity of either of these babies. There is no history 
of previous infection or acute disease of the mother. Negative 'WasEcrmann tests had 
been obtained for mother and father one year previously. 

Case 1 . — Last menstruation May 20, 1918. The pregnancy was normal and un- 
eventful until December IS, 191S. Patient was of normal build. General examina- 
tion entirely negative. Pelvic measurements: spines 24 cm., crests 28 cm., tro- 
chanters 32 cm., external cong, 20 cm. Diagonal not reached. 

Labor began at 6 F. M., December 18, 1918. Examination at 11 p. m. of that 
date. Abdomen was greatly distended, fetal parts could not be palpated, fetal 
heart heard to the right of the umbilicus. Head was not demonstrated in the fundus 
and diagnosis of head presentation was assumed. At 3 A. ii. dilatation of cervix 
was nearly complete and a small part was felt protruding into the vagina. Under 
full anesthesia the small part was identified as a foot which was clubbed, and on 
wliich there were six (6) toes. .It was apparent that we were dealing with some 
type of fetal anomaly. Dilatation of the cervix was completed manually, and a 
hand introduced into the cavity of the uterus. One could feel what was apparently 
a second set of membranes which were thickened but presented marked fluctuation. 
It was impossible to extract the fetus by traction on the foot, and careful examina- 
tion demonstrated, that ■what was at first taken for a second bag of waters was, in 
reality, the tremendously distended abdomen of the fetus. A thinner area in the 
abdominal -R’aH was located and the operator's finger was forced into the abdomen. 
A tremendous amount of clear ascitic fluid ■was expelled. This was not measured, 
but a conservative estimate would be several quarts. Extraction of the rather small 
fetus was then comparatively easy. Convalescence of the mother was uninterrupted. 
There was practically no amniotic fluid. 

The baby was stillborn and its length 15 inches, the head was small and of the 
hydrocephalic type, thorax well formed, abdomen had been apparently immensely 
distended, walls thin. The lower part of the abdominal cavity and pelvis had been 
somewhat mutilated in the extraction, also the external genitals so that it was 
impossible to determine the sex of the baby. Hie extremities were well formed 
except as follows: the feet were both clubbed and on each foot six toes could be 
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demonstrated, the hands were normal except that there were six digits entirely 
formed and one of these, on each hand, was double (fused). 

The liver of normal size located in the left hypochondrium, with gall bladder and 
ducts extending from the left side to the duodenum. Stomach, spleen and pancreas 
on the right side. Cecum and appendix were on the left side, only partly descended. 
Small and large intestines apparently normal in structure. Sigmoid and rectum 
to the right. In the lower abdomen there was a large mass extending from tlie 
symphysis to the umbilicus. Kidneys were of normal size and position, the ureters 
were enlarged and entered the mass described above. This was opened and proved 
to be a bladder with thichened walls. The cavity could be followed above the 
umbilicus, where there was a large patent urachus. On each side of the mass small 
structures, w-hieh were apparently the ovary and tube, were found on each side. No 
uterus could be demonstrated. Examination of the thorax demonstrated the heart 
on the right side and situs transversus apparently complete. The placenta was 
normal in gross structure. Section showed vilU to be normal or only slightly thick- 
ened. 

Case 2. — Same mother. Last known menstruation August 20, 1920. Wasser- 
manns: father’s negative, mother’s 1 plus. Mother received 3 doses of salvarsan 
and 10 injections of mercury. Wassermann negative. November 19, bleeding and 
pains, no mass or clots. Pelt life in February or March. Examinations failed to 
demonstrate fetal motion until April or early May. Fetal heart heard in May. 
Fundus never extended more than two fingers above umbilicus. Duration from size 
seemed not more than seven months. 

Labor, July 23, first stage i a. m., six to eight weeks beyond the expected date. 
Examination 5 a. 11 . Head engaged, occiput anterior, LOA. Petal heart heard to 
left of umbilicus good. Vaginal examination; cervical dilatation %. Nine A. li. 
fetal heart good, full dilatation. Membranes ruptured, no fluid, presenting part 
difficult to determine, delivery with head extended, brow presentation with the face 
anterior. Fetus alive but died with only a few gasps, failure of heart beat. 

Examination of fetus: 16 inches from head to feet. Head fairly well formed, 
considerable molding, prominent frontal region, tongue split, good growth of hair. 
Nails not formed except at base. Thorax small but well formed. Abdomen dis- 
tended with fluid. Spine and pelvis apparently normal. Extremities: uppers 
normal except hands. Right has seven fingers with nails, left has six. Lowers nor- 
mal except feet which are clubbed, right and left with six toes each. Abdomen 
distended with clear fluid, about six ounces, much less than preceding case. Organs 
show complete situs transversus as follows: the liver is on the left side about 
normal size. Gall bladder in normal relation to liver, ducts demonstrated, common 
duet extends through pancreas where it receives the pancreatic duct and enters the 
duodenum. The pancreas extends across behind the stomach to the right. The 
spleen, under the right costal margin, is about three inches long and two W'ide. 
The large intestine can be followed up from the rectum with a long sigmoid fle.xure 
on the right with the descending colon attached on the right. Transverse colon 
in normal position, cecum and appendix on left side, descent not quite complete. 
The small intestine varies in size but contains bile-stained meconium. A short great 
omentum can be demonstrated in front of the transverse colon. Fusion is not com- 
plete as a sound can be passed through the foramen of Winslow between the layers 
of the great omentum. The lower abdomen is filled with a fluctuating thick walled 
sac which contains about six ounces of clear fluid apparently urine. Attached to 
one side is a small mass with a definite blood supply, later section taken to be a 
structure of a testicle. Opening the sac one finds a large cavity wMch can be 
followed up to the umbilicus to a patent uraelms, the walls are from one-fourth to 
one-half inch thick. On the right side a greatly distended and tortuous ureter can 



84 : 


THE a;mi:ricax jourkae of obstetrics and gynecology 


be followed lo a rather small liidney wliieli is normally located with a iionnal blood 
supply. The adrenal appears normal. A similar condition was found on the other 
aide. The urethra can be demonstrated opening into the bladder between the ureteral 
openings. The external genitals arc those of a male with undcscendcd testicles. 
The i)laccnta is of normal size and gross appearance. 


These case.s 2 )resent four tyjtes of anomaly. 1st, polydactylism and 
sj’ndaetj'lism ; 2nd, sifus iransversns; 3rd, some anomaly of the uri- 
nary" tract with hypertrophy of the bladder wall and patent urachus; 
4th, ascites. Considerations as to causal factors are purely" specula- 
tive. The available literature docs not give, sufficient information or 
even suggestion to warrant detailed discussion. It is conceivable that 
anomalies associated with Ihc transposition of viscera might cause the 
development of urethral obstruction. This in turn might explain 
the hy"2'>crtrophy" of the bladder Avail, patent urachus and ureteral 
dilatation. I am aAvarc of no knoA\-n relationshijA Avhieh Avoiild explain 
the association of ascites, Avhieh AA-as found in each of these eases. 
Polydactylism and syndacty"lism are knoAvn to be transmitted and are 
claimed to folloAV IMenders LaAv. (J. S. Manson.^) This condition 
is ea.sy to trace in families .since it cannot be concealed and is usually 
ob.servcd bj' rclativc.s. This author traces a Welch family' through 
four generations. The paternal ancestor had AA"ebbing of the third 
and fourth fingers of each hand and six toes on each foot. His AA-ife 
Avas normal. Sixty-four descendants arc traced, of Avhom 27 Averc 
affected, and 33 normal, and four unknoAvn. In most instances the 
affection persisted nearly true to ty'pe. It Avas carried through into 
the fifth generation, ahvay's through affected parents. There Avas 
no instance of .skipping through unaffected parents. It Avas carried 
through either male or female parents. In our instance both mother 
and father Avere normal, as Avere their brothers and sisters. Neither 
mother nor father had heard of .such anomaly" occurring in their 
parents’ families or among their grairdparents. These tAvo cases must 
be regarded as accidental or at least indejAendent of direct hereditary" 
infl-uence. 

The conclusions of Mall,"’ ” based on an intenswe study" of a large 
number of pathological OA"a and embry"os, are most interesting and 
liaA’e a direct bearing on the subject. The folloAving statements arc 
formulated from his articles. Spontaneous abortion occurs in at least 
20 per cent of all pregnancies. Of all abortions, from 40 to 60 per 
cent are associated Avitli pathological 0 A"a or fetuses. The abnormal- 
ities are produced during the first tAvo months of pregnancy before 
deA'elopment of the placenta is complete. Of such pathological OA"a, 
only one in tAvelA'e can be carried to full term and this results in a 
monster Avith A"arying degrees of abnormality". In tubal pregnancy 
the frequency" of pathological 0 A"a runs as high as 96 per cent, and of 
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tlie ectopic pregnancies Avliicli persist to a period of viability, tbe 
percentage of abnormality is about as great. There is some reason 
to believe that a threatened spontaneous abortion during tbe first 
two months of pregnancy is evidence of a pathologic ovum which if 
carried to full term would result in some tj’^pe of a monster. Mall is 
convinced that such pathologic conditions develop in normal ova from 
normal germ and sperm cells, due to abnormal implantation of the 
ovum in a defective or abnormal decidua. Corner^ brings out the fact 
that abnormalities may develop in the mammalian ovum before im- 
plantation takes place. Mall in his articles describes “dissociation” 
of tissues, which results from disturbance in nutrition during early 
embryonic life, in a most interesting manner. That is, growth and 
development of ceidain tissues in certain regions are delayed at a 
critical period while other tissues grow, disproportionately, and the 
normal relationship is lost. The result is some degree of abnormal- 
ity, which may be sufficient to destroy the fetus and bring on an abor- 
tion, or may be so slight that fetal dcAmlopment goes on to full term, 
resulting in some type of monster. There is a marked tendency for 
the same mother to produce pathologic ova or fetuses in repeated 
pregnancies. Pathologic ova are commonlj^ believed to be due to 
abnormal conditions in the endometrium, but these are not properly 
associated with monsters, or abnormalities present at birth. 
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“ONCE A CESAKEAN SECTION, ALWAYS A CESAREAN 
SECTION,” AN UNTRUTH 

By J. P. Gbeenhill, B.S., M.D., Chicago, III. 

From iJic Chicago Lying-In Hospital and Dispensary 

OR the sake of statistical information, I sliould like to place on 
record very brief case reports of three patients delivered during 
the past year at the Chicago Ljdng-in Hospital, per vias mturalcs, 
who had in previous labors been delivered by cesarean section. 

CASE REPORTS 

Casc 1. — Mrs. E. M., No. 10754, a priinipara aged twenty, was admitted to Tlie 
Chicago Lying-In Hospital, in labor, Feb. 17, 1920. The general examination was 
negative and the pelvis showed the following measurements: Intersp. 22, Intercr. 
25, Intertroch. 29, Baudeloquo 18, and Couj. Diag. llt{>. The antenatal record 
mentioned that there was a false promontory, that the lateral sacral curve was con- 
vex and that there were exostoses on the sacrum. The child was in 0, L. P., the 
fetal heart tones were regular, the cervix was dilated 3 cm. and the head was not 
engaged. After twenty hours of strong pains with very little progress, a laparo- 
trachelotomy (low cervical cesarean section) was performed, and a child weighing 
3,231 gm. (7 lb. 2 oz.) was delivered. The convalescence was entirely uneventful 
and the patient left the hospital on the twelfth day after operation. 

On May 28, 1921, this patient (No. 1737C) returned to tho hospital again in 
labor. It was decided to give her a test of labor under strict supervision. Labor 
progressed uneventfully and after 14% hours there was complete dilatation and 
the head was on tho perineum. Prophylactic forceps were applied to save the pa- 
tient the strain of the second stage and a live child weighing 3,355 gm. (7 lb. 0 oz.) 
was delievered. After delivery the uterine cavity was carefully examined for evi- 
dences of tho cesarean section scar but no trace wms found. The patient made an 
excellent recovery and went home on the eleventh day postpartum. 

Case 2. — Mrs. G. P., No. 22417, a secundipara, was admitted in labor to The 
Chicago Lying-In Hospital, April 30, 1922. She had had a classic cesarean section 
performed in August, 1920, in a local hospital, after having been in labor for twenty- 
four hours. The indication for the operation, according to the patient, was mal- 
position of the baby. The latter weighed 3,855 gm. (8% lb.). At the end of 
fourteen days the patient left the hospital. 

At the time of the present admission, the general examination was negative. 
The pelvic measurements were normal, the cervix was dilated 4 cm. and the head was 
floating. After a labor lasting more than thirty-five hours, during most of which 
time the pains were strong, a baby weigliing 4,025 gm.' (8 lb. 14 oz.) was delivered 
spontaneously. No intrauterine examination was made. The pnerperium was un- 
eventful and the patient left the hospital on the tenth day. 

Case 3.— Mrs. F, S., No. 11666, a primipara aged twenty-four, was admitted to 
The Chicago Lying-In Hospital on April 19, 1920, because she had a profuse hemor- 
rhage from the uterus. On admission the general examination was negative. The 
external measurements of the pelvis ■were as follows: Intersp. 25, Intercr. 29, In- 
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tertroch. 29, BaudelocLue 20. The patient was at term but the head was floating. 
The portion was 0. L. P. and the fetal heart tones were regular. Vaginal exam- 
mation revealed the cervLx to be dilated 2 cm. and a portion of the placenta was 
found covering the cervical orifice. Pains began soon after admission and con- 
tinued but with irregularity for thirty-eight hours. During this period there was 
slight bleeding. Because of this and because the head still remained above the 
pelvic brim, a classic cesarean section was performed. A live baby weighing 2,860 
gm. (6 lb. 5 oz.) was delivered. The patient made an uneventful recovery and was 
discharged on the twelfth day. 

On Peb. 23, 1922, the patient returned to the prenatal clinic, pregnant 26 weeks. 
She was advised to enter the hospital on June 2, ten days before the expected date 
of confinement in order to be watched. On June 9, at 2 A. M., labor began. It was 
decided to deliver the patient through the vagina if possible. Exactly five hours after 
the onset of labor, there was complete dilatation and the head was engaged. It was 
decided to eliminate the bearing-down pains of the second stage by applying forceps; 
but 20 minutes after dilatation was complete, the patient delivered spontaneously a 
live baby weighing 2,975 gm. (6 lb. 9 oz.). The uterus was then felt abdominally 
and the scar of the cesarean section was distinctly palpable. The placenta was 
delivered by the Schultze mechanism, by early expression, that is, by pressure on 
the fundus uteri after the placenta had separated and was lying in the vagina. 
There was no bleeding from the vagina, but examination of the placenta revealed 
the fact that a portion was missing. The hand was inserted into the uterus and 
the missing piece of placenta was found attached to the uterine sear. This piece 
of placenta was gently removed and the scar palpated. The thickness of the scar 
for most of the distance was approximately 1 cm. but in one portion it was not more 
than 0.5 cm. in thickness. Pituitrin and ergot were given, the former after the 
delivery of the baby and the latter after the expulsion of the placenta. The par 
tient made an uneventful recovery and went home on the tenth day. 

Case 4. — Mrs. M. B., No. 24698, aged t^venty-six, a tertipara, with normal pelvic 
measurements was delivered April 17, 1920, by a classic cesarean section in an army 
hospital. The baby weighed 3430 gm. (7 lb. 9oz.) and. the indication for the opera- 
tion was a breech presentation. Recovery was uneventful. On July 3, 1921, the 
patient again went into labor. She liad very strong pains and according to the hus- 
band, the cliild’s head was visible for a number of hours. Despite this, the attending 
physician refused to apply forceps and the patient delivered the baby spontaneously 
after 15 hours of hard labor. Tliis child weighed 3628 gm. (8 lb.). Eor her third 
delivery (Sept. 21, 1922, the patient came to Dr. DeLee. She gave a history of 
abdominal pain suggestive of adliesions and on abdominal examination definite bands 
could be felt connecting the uterus udth the abdominal wall. Eurthermore the uterine 
scar was easily felt and tliis was considerably depressed for a distance of about 6 
cm. Because of these findings and because the patient feared further pregnancies, 
it was decided to perform a classic cesarean section. On opening the peritoneal cavity 
thick connective tissue bands were found stretching from the uterus to the abdominal 
wall. The uteras was rotated so markedly to the left that the right cornua was 
located in the midline. The bands were ligated and cut, thereby releasing the tor- 
tion of the uterus. A low fundal incision was made and a live cliild weighing 3600 
gm. (7 lb., 15 oz.) was delivered. The old scar was found to be verv thin, '’as abdom- 
inal examination had revealed. After suturing the uterine incision,' wedges from the 
uterine cornua w-ere removed, the raw edges covered with peritoneum and the proximal 
ends of the fallopian tubes buried in the folds of the broad ligaments. The patient 
made an excellent recovery and went home on the fourteenth day. 
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It Avill be noted that in all four cases, the babies born tbrougb the 
vaginal route, weighed more than the children delivered by cesarean 
section. One patient was delh'cred by forceps (prophylactic) and 
three gave birtli spontaneouslj'. In three eases the uterine cavity was 
explored. In the cases where the classic cesarean section had been 
done, a relatively thin scar Avas found, Avhereas in the patient on 
Avhom the Ioav cervical operation had been performed, no trace of a 
scar was palpable. In the three cesarean sections performed at the 
Chicago Lying-in Hospital catgut only Avas used in closing the uterus. 

It appears from this report that the dictum, "Once a cesarean sec- 
tion, ahvays a cesarean section,” is untenable in the light of the 
modern AAmy of pei’forming cesarean section. 

426 East Firnr-rmST Street. 



Society Transactions 


THE NEW YORK OBSTETRICAL SOCIETY 

MEETING' OF OCTOBER 10, 1922 

The President, Dr. R. H. -Pomeroy, jn the Chair 

Dr. Onslow A. Gordon, Jr., reported a case witli marked Cystic 
Changes in Uterine Myomata. 

This case occhrrcd on the Gynecological Service of Bellevue Hospital and seemed 
of special interest because of its well-developed cystic type and the symptomatic 
and gross resemblance to an ovarian cystoma. 

The patient was single, forty-four years of age, her menstruation showed no ab- 



Fig. 1. 


normality, occurring every twenty-eight days and lasting three days. She had 
never been pregnant. She had noticed an almost continual “soreness in the ab- 
domen” for about two years; three days prior to her admission to the hospital the 
pain suddenly became severe and she was unable to walk. There were no gastro- 
intestinal symptoms. ° 

Abdominal examination disclosed a plainly palpable tumor mass, occupying the 
central portion of the lower abdomen extending almost to the umbilicus and measur- 
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ing about 15 cm. in diameter. The mass was regular hi outline, apparentl}' cystic 
and not tender. 

Vaginal exanunatiou showed a normal sized utcnis anterior to the cystic mass 
described. Tliero were no other palpable abnormalities. A tentative diagnosis of 
ovarian cyst or libromyoma was made and a laparotomy advised. 

When the abdomen was opened a glistening grayish colored cystic mass presented 
which was thought, because of its gross appearance to bo an ovarian cyst. It was 
found, liowover, to arise from tl.e fundus of the utcnis just posterior to the right 
fallopian tube. It had, as shown in Figs. 1 and 2, a definite pedicle, which was 
excised. 

The specimen consisted of a rounded mass measuring 15 x 15 x about 10 cm. At 
one polo of the mass was a small oval nodule, measuring 2 cm. in length. Tliis 
nodule is composed of tissue wliich has all the naked eye characteristics of well- 
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preserved uterine muscle. Prom this nodular pedicle a large, thick, fan-shaped 
mass of tissue ran off circumferentially for a distance of about 8 cm., when it sud- 
denly became replaced by a thin rim of smooth, tough, glistening fibrous tissue, 
puncture of which released about 300 c.c. of tliin, clear fluid. 

Microscopic examination of the wall of the cyst at the point of junction with 
the remnants of muscle tissue shows the presence of an external layer of fibrous 
connective tissue, constituting the wall of the cyst-lilce formation. Internal to this 
are remnants of relatively iveU-preserved uterine muscle fibers, together with patches 
of granulation tissue, mature fibrous tissue, and variable quantities of fibrinoid 
material of indefinite structure. 

Transudation changes, of wliich this cystic fibromyoma is a type, occur as a rule 
in well-pedunculated subserous growths permitting a moderate circulatory interfei- 
ence especially with the return blood supply. Areas of hyaline degeneration are 
formed which gradually undergo liquefaction and small cyst spaces thus develop. 
SSuch spaces have, of course, neither an epithelial nor an endothelial lining. As 
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these spaces enlarge tLe trabeculae separating neigliboring spaces rupture and thus 
larger spaces are formed. Enormous cystic myomata may thus develop; Lihotsky 
reports a case in which the cyst contained 34 liters; Cullen reports a cystic myoma 
weighing 89 pounds. The fluid content of these cysts is usually straw-colored and 
if hyalinization has preceded the cyst formation it will coagulate upon exposure 
to the air. 


Dr. John H. Telfair reported three eases of Separation of the Sym- 
physis Pubis during Labor. 

At a meeting of this Society in January, 1916, Morgan reported four cases of 

ruptured pelvis. His analysis of statistics at that time indicated that tiiis accident 

occurred once in 25,000 cases. The tirree cases about to be described were admitted 
to the Obstetrical Division of Eordliam Hospital during the past eleven months. 

CASE 1. — ^Anna H., age twenty-six, para i. Eamily and previous personal history 
negative. Admitted December 19, 1921, at term, all pelvic measurements normal; 
presentation and position, vertex, L. O. A. First stage 62 hours, second stage 1% 
hours, terminated by a high forceps delivery^. During the extraction, when the 
head was in midpelvis, the operator felt a sudden “give” after which the extrac- 
tion was easy. Baby weighed 4560 grams. There was profuse bleeding from the 
anterior vaginal wall and upon examination it was found that the entire anterior 

vaginal wall, urethra and labia were separated from the ramus pubi on the left 

side. After introducing a catheter into the meatus, clear urine was obtained indi- 
cating no injury to bladder. There was a separation of the pubic bones of about 
3 cm. Retention catheter inserted and lacerations repaired. Six inch adhesive 
plaster strap was applied over the trochanters and completely surrounding the pel- 
vis. Shock was moderate, patient responded well. Two days postpartum patient 
developed a profuse, purulent discharge coming from the space of Retzius. Sacro- 
iliac joints showed no disturbance. Patient ran a mild septic convalescence. Fibrous 
union developed at the symphysis and the patient was discharged from the hospital 
in four weeks, walking without difficulty. 

Case 2. — Clementine L., age twenty-six, para iv. Admitted May 28, 1922. Had 
had three full-term normal deliveries. Patient at term, weighed 95 pounds, normal 
pelvic measurements, presentation vertex; position, L. O. A. Labor progressed 
rapidly with strong pains. After delivery patient showed moderate shock. Baby 
weighed 5280 grams. Separation of the symphysis was suspected after examination 
and this was confirmed by x-ray. There were no lacerations. The usual adhesive 
straps were applied and the patient made an uneventful reoovea-y, leamng the hos- 
pital on the sixteenth day, walking without difficulty. 

Case 3.— Josephine N., age twenty-four, para i. Admitted June 12, 1922, having 
just been delivered at home by forceps. Baby weighed 4560 grams. Came in still 
under the influence of ether, with vagina packed to control hemorrhage. Moderate 
shock present, pulse 136. On June 13, packing was removed, when it was found 
that the anterior vaginal wall and urethra were torn from the pubic bones, the 
laceration extending into the prevesical space. The pubic joint was ruptured and 
the ends of the bones separated 10 cm. Permanent catheter was introduced and the 
oozing wound was packed to control hemorrhage. The pelvis was strapped in the 
usual manner and the pubic bones brought into apposition. 

Kext day temperature was 103“ and pulse 140, with pain and tenderness in lower 
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abdomen and worked distention. Patient ran a severe septic course for tliree 
weeks and left tkc liospital at the end of five weeks walking without pain or diffi- 
culty. 

DISCUSSION 

4 

DR. I’. A. DORMAN. — In my experience this condition is a rare one. Possibly 
a certain number of women must come to us in a condition that makes it very easy 
for the symphysis to rupture. I have in mind this moment a patient who had pre- 
mature twins. There was practicall}- no difficulty in delivery or in extraction and 
yet there was separation of the symphysis and a lot of paui postpartum. There 
was no histoiy of a movable sjmiphysis before term. Some patients develop a 
movable srmipliysis during pregnancy which is capable of a certain amount of 
separation but will tighten up after deliver}-. A very interesting case of that sort 
came to my hands years ago when 1 was in the Post-Graduate Dispensar}-. This 
particular patient limped into the examining room, exceedingly crippled. It was 
her third pregnancy. Siic said that every time she became pregnant the symphysis 
softened and as soon as tl.c baby was delivered and she had rested for a time 
ever}-thing tightened up. IVe must have graduations of that sort in tliis condition, 
and a certain number of our cases, even with a slight amount of trauma, will, I 
believe separate. I would lilce to ask the doctor whether there was sacroiliac pain 
in his cases? 

DR. J. 0. POLAK. — These separations arc not so infrequent in the emergency 
services. I have only soon four, but three of the four occurred with spontaneous 
labor, and tlte fourth one occurred from just such an incidence as Dr. Telfair re- 
ported, where liigh forceps were used. 

Portunately, in Brooklyn, wo have been able to teach that forceps are not to bo 
applied on floating heads, and so in the last five or ten years I have not seen any 
separations of the S}'mphysis. A remarkable instance was that of a case in the 
service of Dr. Beach where the patient had a separation, prior to deliver}-, of five 
or six centimeters, but was able to walk without difficulty. The separation increased 
during deliver}-, but she was up in the usual time. The separation still exists. 

DR. A. H. MORSE. — We had last year a case similar to one of those Dr. Tel- 
fair described, a patient who had been delivered outside the hospital. We were 
unable to get an accurate histor}-, but there had been, at any rate, a forceps de- 
livery and she was sent into the hospital in sliock and with a separation of the 
symphysis so that one could introduce tliree fingers. There were also in that case 
two lacerations in the bladder. We strapped her in much the same way that Dr. 
Telfair described and followed the case up with the result that after having x-ray 
pictures taken we found that there was a definite injuiy at the symphysis. She 
could get about, but she passed out of our hands and later we discovered that she 
was operated on, but without success. 

I have se'en one other ease in which forceps was attempted in a moderately con- 
tracted pelvis in a colored woman and during the traction the symphysis separated. 

DB. O. P. HUMPSTONE. — I w'ould like to refer to postpartum separation of 
the symphysis. 1 had never seen this condition before, and it seems to have some 
points of interest. This woman was brought in profoundly septic , from her 
labor outside the hospital, and there was no separation of her sy-mphysis at that 
time. She developed a parametritic exudate '(extraperitoneal) pointing towards 
Poupart’s ligament on the right side and ultimately opening in the left labium. 
In two or three days, however, there was a swelling in the right labium. A small 
incision pei'mitted the discharge of about a quart of pus. Incising and exploring 
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up along tins tract, ire found that the patient’s sjanphysis u’as gone and that tlie 
cartilage had been entirely destroyed by this septic process, but ultimately she 
made a perfectly good recovery and rvas able to walk. 

DR. TELFAIR, closing. — In ansivcr to Dr. Dorman’s question as to whether 
tiiere were any symptoms or evidence of sacroiliac pain or separation, I might say 
tliat the plates of the last case I described showed a considerable separation of 
the sacroiliac joint on each side; but none of these patients had any pain as a 
result of sacroiliac separation. 

I might say, incidentally, that it is a very difficult matter to actually hold 
these cases of separation in apposition; in fact, one, I think, should bo caieful 
not to seek complete apposition on account of the great danger of squeezing the 
urethra, the anterior vaginal wall and the base of the bladder beiiveen the ends 
of the bones. 

When case No. 3 left the hospital, I had the opportunity of examining her 
in the standing position, shifting the weight of the body from one foot to the 
other, and fibrous union was so perfectly developed that one could easily notice 
the sides of the pelvis rock up and down; it was a very satisfactory joint and the 
patient had no pain when walking. 


Dr. Robert T. Frank (by invitation) presented a paper entitled Treat- 
ment of Oystocele, Rectocele, and Uterine Prolapse. (For original 
article see page 8.) 

DISCUSSION 

DR. L. G. BALDIVIN. — Insofar as operations for repair during a woman's 
childbearing period are concerned, there are very few cases that cannot be made 
comfortable, and I tliink by all means they should be done. By the use of 
pessaries or the use of the cautery in healing erosions, stopping discharge, and 
doing away with sepsis, women can be made perfectly comfortable. 

I think there is nothing more outrageous than the present-day operations on 
the cerrix and perineum after evei-y cluldbirth. 

DR. H. N. VINEBBEG. — Dr. Frank has given us a very lucid description of 
original work, especially insofar as the amount of cellular tissue surrounding the 
cervix IS concenred and the importance of conserving it. I have tried in these 
cases, -where there is a prolapse and the uterus is enlarged, to amputate the body 
of the uterus and keep the cer-yix and cellular tissue around it and use it as a 
prop for the bladder and for the anterior portion of the pelvic floor. I would like 
to ask whether there is any advantage in separating the vaginal mucosa from the 
fascial Cannot the same result be obtaiued by simply suturing the two together 
instead of doing a very difficult separation? I believe you get the same result if 
you are sure that the vaginal mucosa is denuded far enough out so that the fascia 
is underneath. The fascia near the pubic arch is very thick and strong and 1 
always suture tliis separately. The fascia lower down veiy often is tlun 
and to suture this separately from the vaginal mucosa, in my opinion, is not a 
■wise procedure. I did it in a few instances and I regretted it. 

I am also gratified to find that Dr. Prank has found 'by experience that 
exposing the levator ani muscles and suturing them together has not been satis- 
factory. My previous experience in these cases of rectocele was that wlule I 
obtaiued a pretty good lower third of the vagina, some of the rectocele would 
come over and prolapse on the shelf which was built up below. N^ow, I simply 
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carrj' my denudation highci- up, almost to the cervix posteriorly, making a wide 
straight denudation and pass the sutures so as to embrace the fascia externally, 
coming out in the opposite side at the point of entrance. The patients are com- 
fortable after tJiis procedure. I wisli I could say as much for the cystoceles as I 
can for the rectocelcs. I seldom have a recurrence of a rectocelc, but there arc 
cases where the whole anterior vaginal wall comes down and there is practically 
no fascia. I do not know what one can do to keep up the bladder completely in 
those cases. 

DE. A. M. JUDD. — I want to add my word of approval to the remark of Dr. 
frank that he still uses the Alexander, or the Alexandcr-Adams operation. It is 
an operation uhich I have done for a groat many years as an aid in plastic work 
and it gives me just as much, or bettor, success than when I first began to use it. 

I also want to add my word of commendation of the doctor when he condemns 
ventral suspension as a curative measure directed towards the relief of uterine 
prolapse. 

In closing I would like to say that I have been doing the Sims-Emmett-Baldwin 
operation for the last twelve years and it gives me absolute satisfaction. 

DE. H. C. TAYLOE. — I think that cvcr3'onc who has read Dr. Frank’s articles 
will appreciate the thoroughness with which he has gone into the subject. 

Let us consider first women who maj’ have more children. I do not sew up 
every perineum and every cervix that has been toni, but there is no question that 
some women in the childbearing ago who have lacerations which should be repaired, 
as otherwise thej' will get distinctly worse and when they are finally repaired it 
will be more difficult of accomplishment. So I would be verj’ far from throwing 
out all cases of women who arc going to have more children. 

Let us consider next only those women who .are beyond the childbearing age. 
There are five different structures that can be displaced and must be kept in mind 
for the sake of clearness. They are the urethra, the anterior vaginal wall, the 
posterior vaginal wall above the perineum, the uterus and the perineum. There 
may be anj^ one or aJl, or anj’’ combination of these structures in the displacement. 

With a displacement of the anterior vaginal wall of any extent the operation 
I do is the replacement of the bladder to a position corresponding more or less to 
its original position (it is doubtful that vre ever replace it exactly) with a suturing 
of the anterior wall of the vagina to the anterior surface of the uterus. With a 
senile uterus and a marked cystocele the bladder is displaced as high as the top 
of the uterus and we have a true interposition operation. If the uterus is large 
and the displacement of the anterior vaginal wall is onij' moderate it is not neces- 
sary to displace the bladder so far and the operation is not strictly an interposi- 
tion operation though the difference is one of degree and not kind. 

It is my opinion that the expression “interposition operation’’ is an unfortunate 
one as the operation is really replacement of the bladder and is only an inter- 
position operation W’hen the uterus is small and the prolapse marked. 

So far as a hysterectomy for prolapse of the uterus or vaginal walls is con- 
cerned I rarely do one unless there are other conditions, such as a tumor in the 
fundus of the uterus, that require the hysterectamja With a normal uterus a 
hysterectomy is rarely indicated. 

I frequently do a ventrofixation for a prolapse of the uterus in addition to the 
plastic work on the vagina in women beyond the childbearing age and it has 
given good satisfaction in my experience. I do not mean a ventrosuspension nor 
any form of round ligament suspension but a firm fixation of the fundus of the 
uterus to the abdominal wall. 
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Regarding the treatment of rectocele, many talk of obliterating the culdesac. 1 
sometimes open the euldesae but I do not obliterate it, nor can I see how the 
other men do it. I always begin my operation high in rectoceles in women be- 
yond the childbearing age, in practically every case the denudation begins at the 
cervix. This gives a firmer and more satisfactory support of the pelvic floor. 

DR. porrO AT. BISSELL.— Fifteen years ago I made a practical study of the 
intraabdominal fascia and its many ramifications, and secured it in its entirety, so 
that it could be demonstrated as one continuous fascia. The dissection was begun 
at the upper abdominal diaphragm and followed down to the lower or pelvic dia- 
phragm, including the suprarenal glands, kidneys, ureters and female genital organs. 
My object was not only to demonstrate the unity of the fascia, but to acquire a 
better understanding of nature’s design in the mechanical supports of the female 
genital organs. The knowledge acquired in this study convinced me that while 
these several fascias of the female pelvis were ramifications of a continuous fascial 
structure, each performed separate or special functions, and that rectocele and 
cystocele, the result of injury or over stretching, were separate entities. 

It is gratifying to know that Dr. Frank has abandoned the technic of levator 
ani muscle union when repairing the lacerated perineum. I have persistently con- 
demned it as an illogical, unanatomieal and unscientific procedure. If the injured 
perineal body is properly restored, provided the posterior vaginal wall is not in- 
jured, the levator ani will approximate and function normally without being at- 
tacked surgically. The function of the perineum is limited to the anal region. If 
an injury exists wliich results in an abnormal separation of the levator muscles re- 
sulting in a protrusion of the posterior vaginal wall, these muscles should not be 
the tissues directly treated, but the relaxed rectal or musculofascial structure of 
the posterior vaginal wall, and this structure is connected with the levator muscle 
in such a manner as to make the muscles approach each other when properly read- 
justed. 

Destruction of the perineum may be partial or complete, without au associated 
rectocele and vice versa an extensive rectocele may exist without an associated in- 
jury to the perineum. The anterior barrier of the rectum is not the perineum, but 
the rectal or musculofascial structure of the posterior vaginal wall. It is the fail- 
ure to recognize the independent function of these areas that has caused a con- 
fusion regarding the etiology and surgical treatment of injuries to the posterior 
genital tract. 

My e.xperienee agrees with that of Dr. Howard Taylor with regard to enterocele, 
to separate a large portion of the peritoneum in Douglas’ culdesac and tie off where 
au enterocele exists, does not obliterate the culdesac. I am in accord with him in 
the opinion that the culdesac is not, under these circumstances, obliterated as is 
commonly supposed. My experience with the results of such surgeiy, per abdomen, 
by the advocates of this operation, has convinced me that the remedy is worse than 
the disease. 

DR. JOSEPH BRETTATJER. — After all, the various speakers do not differ very 
materially; it is simply a matter of describing the same tissue by different names. 
The principle of uniting the tom pelvic fascia is the outstanding feature in the 
various methods. 'We have never attempted a direct suture of the tom levator 
muscle and have seen very unsatisfactory results arising from this procedure. The 
results of the methods described by Dr. Frank are in the main satisfactory; how- 
ever, the degree of relaxation and prolapse of the vagnal walls varies so much, that 
of necessity, the extent of the operation must be adapted to each individual ease. 

Some operators have not been able to obliterate the Douglas pouch by interfer- 
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enco from below. In those extreme cases in which we find an enterocele in addi- 
tion to a pronounced rectocele, we have always divided the operations into two 
parts; first, tlie one which closes the Douglas pouch by circular seroserous sutures, 
and second, an extensive posterior colpopcrincorrhaphy. 

Surely we all agree with Dr. Frank that we cannot be too emphatic in declaring 
that women during the childbearing age should not be subjected to indiscriminate 
operations. Indication for operation should be found only .after the most careful 
consideration. 

DK. FRANK (closing). — Insofar as the technic is concerned, I also prefaced 
my remarks by saying I had no intention of trenching upon the delicate subject of 
priority. In 1S70, ISSO and 1S90, the basic principles were understood, but they 
were not clarified. Dr. Brettaucr, when I first came to Mount Sinai Hospital, 
about 1900, could do very excellent plastic operations, as good as any one of us 
can do now, but he could not teach mo how to do them, and it was for that rea- 
son that I went into the anatomical laboratory and worked just along the lines Dr. 
Bissell has indicated, in order to see what supports could be utilized and how I 
could expose them so as to utilize them. I might say that although' we differ in 
minutiae of technic, I think wo are now working along the same line, because wo 
use the fascial stmetures and arc most careful in leaving the muscles unexposed, 
and only approximate them together with their fascia. 

Dr. Vineberg spoke about separating or not separating the vaginal mucosa from 
the pubocorvical fascia. I think it is a distinct advantage to do so, and I always 
say that the only way to expose the anterior fascial structures correctly is to make 
an incision to only a very slight depth, and then use blunt dissection. It is a blood- 
less operation and you expose the fascial structures well. You ean reach out as 
tar as the parametrium in some cases. 

As far as exposing the levator ani muscle is concerned, I assure you that in 
many- of the operations that I have witnessed it is not that muscle that is exposed 
but the deep perineus muscle. Again and again I have seen the perbieus profundus 
pointed out as the levator. 

I did not speak of ventral suspension at all, because I think it is not a 
good operation; but I agree fully with Dr. Taylor that, after the menopause or 
after sterilization, there is no better operation than a firm low ventral fixation. The 
bad results are very- few. 

As far as Dr. Taylor’s modifying the indications that I laid down, I would say 
that I fully agree that if -we watch a case and see a progression of a prolapse, for 
example, it is time to interfere; but what I take issue, not wdth Dr. Taylor, 
however, but with many- members of the profession, is in advising the patient at. 
the first visit to have a slight or moderate perineal injury repaired. With that 
view I am sure he will agi-ee. 

As far as lacerations of the cervix are concerned, I believe that only such cases 
which are apparently causing trouble should be operated upon — the troubles being 
repeated abortion, and a profuse leucorrheal discharge. 

Ferliaps Dr. Taylor and I will not be so far apart if I modify- my- nomenclature 
and call obliteration of Douglas’ culdesac simply- a shortening of the culdcsac. 1 
do not claim for a moment that you can completely obliterate the culdesac from 
below. With the Moschcowitz operation you can shorten it appreciably from above 
and prevent any prolapse of the intestines behind the cervix and the posterior 
vaginal wall. 

Dr. Bissell emphasizes that it is the fascial structures w-hich lend support to 
the uterus above the anterior and posterior vaginal wall. The vagina as it goes 
through the levator gap (the genital hiatus or anterior edge of the levators) re- 
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eeives fascial investments which go np and downward. Beyond the levators it re- 
ceives additional investment from hoth layers of the triangular ligament. 

I did not go into the minutiae of the anatomy describing how the abdominal 
fascia also gives investment to the upper portion of the vagina. The muscular 
portion of the pelvis is simply an additional safeguard which resists sudden stresses 
and closes up the gap during coughing or expulsive efforts. 

I agree with Ur. Brettauer that there are certain cases that cannot be cured 
permanently by any method, and this certainly applies to rare cases of cystocele 
where there is no fascia left. In my paper 1 stated that to be the case. In other 
words, we are in the same identical position with these cases that we are in in 
ordinary hemiae, whether umbilical, inguinal or other. Y'ou may expect 5 to 10 
per cent of recurrences. If anj^ one claims he can cure every case of pelvic in- 
jury, either uterine prolapse or the associated conditions, I simply say that he is 
either not a sharp critic of himself or that he does not see his cases after operation. 


ST. LOUIS GYNECOLOGICAL SOCIETY 

REGULAB MEETING, APRIL 14, 192S 

Dr. H. S. Crossen, in the Chair 

Drs. P. P. McNalley and W. J. Dieckmann read a paper on the Hemor- 
rhage Lesions of the Placenta and Their Relation to White Infarct 
Formation. (For original article see page 55.) 

ABSTRACT OF DISCUSSION 

DE. McNALLEY (closing). — ^Dr. Sclunitz’s diagnosis of an infarct in his case 
might fit in very well with Young’s idea of infarct formation. Tlie recurring pain in 
pregnancy in his patient may be caused by small retroplacental hemorrhages and 
thus an infarct may finally result. If such is the case she should develop a toxemia. 
It will be interesting to follow her course and examine, the placenta after her 
delivery. 

Dr. Gellhorn asks whether every white infarct has its origin in a hemorrhagic 
lesion. tVe do not know whether this is so. If Williams’ idea is correct, it is not 
so. We are convinced that some have their origin in red infarcts as described by 
Young and that some have their origin as hematomata. 

We have noticed no particular difference in the size of the villi in toxemic and 
other cases except in syphilis where, of course, they are much larger. 

Young says interference with the maternal circulation will cause circumscribed 
infarcts because different portions of the placenta are supplied by different vessels 
and that the whole placental site is not merely a huge lake of blood with free inter- 
conununication of all parts. 

One of the explanations that has been advanced for infarct fonnation is that it 
is a senile diange in the placenta. If tliis is accepted it will account for the fre- 
quency and degree of infarct formation found in those cases that have gone over- 
time. 

In regard to Dr. Ehrenfest’s discussion: It is Young’s idea that absorption of 
toxins from infarcts is the cause of the toxemia. The infarcts are the result of 
interference with maternal circulation, i.e., the changes in the maternal vessels are 
primary, the cause and not the result of the toxemia. 
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We agi-eo with Dr. Otto Schwarz tliat these groups of cells are probably decidual 
rather than trophoblastic aud hare noticed their association with white infarct for- 
mation. We do not accept his suggestion that the liematomata in the placenta could 
be accounted for by rupture of a maternal vessel because there are no vessels at 
the site of these lesions. 

In answer to Dr. Taussig’s question, we feel that it is possible to differentiate 
microscopically between a white infarct formed from a rod infarct and one formed 
from a hematoma. In the former the outlines of some villi may be seen, wliile an 
the latter these are absent. 

Wo have made no attempt to determine the relation of the weight of all the 
infarcts to the weight of the entire placenta. Tliere is a specimen in the laboratory 
that is at least three-fourths infarct. 


Drs. 0. S. Krebs and A. P. Briggs read a paper entitled Blood Stud- 
ies in Normal Pregnancies. (For original article see page 67.) 

ABSTEACT OF DISCUSSION 

DE. KEEBS (closing). — In answer to Dr. Taussig’s question, we might say that 
the result of chemical studies on the blood of pregnant women, to the present time, 
have tlvromi little light on the possible ctiologj" of the toxemias. The nitrogenous 
elements have been thoroughly investigated, but the inorganic constituents, with a 
few exceptions, have been neglected. For this reason we undertook a study of, the 
latter in the blood of normal pregnant women, hoping to arrive at normal values 
for comparison with future work in abnormal cases. Our results have shown the 
constancy of the inorganic salts in the blood of normally pregnant women, regard- 
less of the period of gestation, except that in the latter weeks the calcium content 
is slightly diminished. 

As Dr. Gellliorn has emphasized and as has been brought out by Caldwell and 
Dyle, a given blood picture is only of significance together with the clinical 
findings at the time the blood sample was taken. Dr. Gellhorn suggests that cases 
should be taken in hand before retinitis develops, to which everyone agrees. But 
given a pregnant woman with retinitis complicating a toxemia, then the problem 
arises to determine the amount of kidney damage, especially since the advisability 
of future pregnancies depends to a considerable extent upon this diagnosis. 

Dr. Ehrenfest correctly emphasizes the value of the results of determination of 
the nitrogenous elements in the blood in relation to the prognosis and advisability 
of future pregnancies. We feel that the results must be interpreted in terms of 
renal insufllciency, and, too, that blood studies as have been carried on in the past 
are of considerable value in the differential diagnosis and prognosis of the various 
toxemias, but that they throw no light on the exact nature of the toxemia or the 
probable source of the toxins. 

Dr. Eoyston emphasizes the importance of the estimation of the twentj'-four 
hour urinary output, and a diminution of this as a danger signal. Williams in his 
text book, speaking of pre-eclamptie toxemia, states that it should be suspected 
when the patient complains of headaelie, lassitude and various of the otlier usual 
symptoms, but particularly if the urine is diminished in amount and contains 
albumin. 
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Collective Review 


Midwifery in India" 

By Kedarnath Bas, M.D., Calcutta, India 


T he origin of the ancient medical literature of India can be traced to 
Ayurveda, the date of wliicb is supposed to be about 1500 B.O. The 
most renowned representatives of this literary monument are the ancient 
trio — Charaka, Susruta and Bagbbata. Charalca probably lived about 
the commencement of the Christian era, Susruta during the fifth and 
Bagbhata, not later than the seventh centimy, A.D. In tracing the 
process of medicine, it is necessary to obseiwe that human nature ex- 
hibits a general resemblance among all nations which, however erroneous, 
must be acknowledged to have some foundation on facts. In spite of 
the supposed exclusiveness of Egyptian culture, there appears to be an 
undoubted spasmodic fecundation from Hindustan. It is an interesting 
fact that the ancient civilized races — Egyptians and Hindus— endowed 
the art of healing with a supernatural origin and brought a number 
of deities in close relationship with medicine. Among others, the 
Egyptians worshiped Bubastis, the goddess with a cat’s head as the 
tutelary deity of procreation and childbirth, while the Hindus worship 
Sasti, the feline goddess of maternity and the protectress of children, 
who rides on a cat. The ancient Sanskrit literature, however, enables 
us not only to trace the development of midwifery in India from its 
primeval origin in empiricism and theurgy to its height as a fairly 
completed, though empirical, system of learning, but also to show the 
determining infiuence which the East exercised on the trend of medical 
thought of Greece. 


I shall now make a few observations on the salient points on the sub- 
ject of midwifery, which can be gathered from the writings of ancient 
Hindu physicians. I might tell you that there was no separate or 
special treatise on midwifery but scattered references to obstetric sub- 
jects could be found in the medical works. Of the ancient trio Susruta 
IS characterized by a fuUer consideration of surgery and difficult labors 
It IS noteworthy that in their surgical technic, the Hindus were dis- 
tinguished above ^ their brethren of the neighboring oriental eoun- 

** sei-<ipnloiK oleanimess and 
the nunute attention which they paid to details 

The an atomical descriptions of the pelvis and female organs of gen- 
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eration are far from accurate and often fantastic, drawn from im- 
agination, rather than from obseiwation. The same remark applies to 
their knowledge of the physiologj' of reproduction hut the clinical oh- 
seiwations regarding the age of onset of menstruation, the nubile age 
and the most favorable time for conception, are worthy of note. The 
menarche is said to occur at twelve, which I may point out, corre- 
sponds to tlie observations made by me and published in Davidson’s 
Hygiene and Diseases of Warm Climates, in 1893. These were under- 
taken to a.scertain the intlucnee of climate on menstruation. I may 
also remark, that the practice of earl}' marriage, which was in vogue in 
Bengal, but which is gradually dying out, was not sanctioned by an- 
cient medical writers but Avas bi'ought about by social customs. Maternal 
impression on the fetus is pointedlj' referred to. ’ The hygiene of men- 
struation receives adequate treatment. 

THE GROAVTH AND DEATSLOPAIENT OF THE EMBRYO 

This subject Avas studied in great detail, but here, too, imagination 
played a great part. The question of controlling the sex of the child 
is discussed at great length and detailed directions arc given as to the 
px-oper time of sexual conjugation, diet, dross and mental conditions, 
if a. male offspring is desired. 

The Signs and Symptoms of Pregnancy. — The folloAving only are men- 
tioned: pigmentation of areola of the bi'cast, hypei’trichiasis, salh-atiou, 
sickness and vomiting. In addition to these, Avealcness and heRAlness 
of eyelids are mentioned. Ecgarding differential diagnosis of preg- 
naircy, it is pointed out that there is a Idnd of gulma (tumor) Ai’hieh 
simxxlates pregnancy. If after ten month.s of a supposed pregnancy a 
child is not delivered, the condition must be considered abnormal and 
suitable treatment should be adopted. 

Hygiene and Management of Pregnancy. — Coitus dxu’ing pi’egnancy 
is hxterdicted. Eest and quiet Avith a fi’ee and easy life were enjoined. 
The Avhims and caprices of the mother should be satisfied; otherwise 
the child Avill be born Avith some defect or deformity. Details of diet 
in the A'arious months are given. 

Duration of Pregnancy. — ^Nine calendar months seem necessary for 
the pei’fection of the fetus; that is 39 AA'eeks or 273 days from concep- 
tion. The Hindu sasti’as alloAA' 10 calendai’ months or 300 days. 

AboHion. — This subject is treated Avith great detail, especially AA’ith 
reference to its therapy, both preventive and curatiA'e. A large 
number of drugs have been recommended. There is a clear refei’- 
enee to eases of missed abortion, in which exercise is recommended, 
eAudently Avitli a vicAV to expedite the expulsion of the fetus. There is 
also a mention of the removal of the fruit of conception by the influence 
of devils. An elaborate list of diets in different months is giA'eii so as 
to prevent abortion. A distinction is made between aboi'tiou in the 
fix’s! four months and a.boi’tion after that period. 

Diseases of Pregnancy — are very meagerly dealt Avith. A form of 
nervous disease, complicated Avitlx conATilsions is described. This is said 
to have been unifoi’mly fatal, pei’haps tetanus. 

Diseases and Abnormalities of the Feins. — The only thing mentioned 
regarding their causation is the influence of disease in parents. 

Abdominal inspection as a diagnostic method during pregnancy wa.f 
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evidently in use. It is said that twins are known iiy a depression along 
the centre of the abdomen. 

LABOR 


Preparation for Labor. — The description of the lying-in chamber is 
given very minntely indeed. The directions laid down are undoubtedly 
rational and hygienic. They show that preventive midwifery_ made 
great progress and successfully too. A comparison of the descriptions 
as given by ancient iwiters with those of the modem physicians tend to 
show how custom and usage have rendered the management of labor in 
some of the Hindu houses of today positively dangerous. 

The Fetus in JJtero. — ^With regard to the presentation, position or lie 
of the fetus, the ancient had absolutely no knowledge. It is merely 
mentioned that the fetus lies in the uterus bent on itself witli its hands 


and feet flexed. 

Physiology of Labor. — Knowledge under this heading was absolutely 
nil. The explanation of the method of expulsion of the child was gro- 
tesque. 

Management of Labor. — The signs of tlie approach of labor are given 
fairly accurately. During labor, patient lies on her back with high 
pillows under her head, thighs separated and legs bent. Pour old 
experienced women attend ; some directions are given for their guidance, 
but there is notliing to show that anj'- attention Avas given to the care 
of the perineum. It is mentioned that “should the child advance 
crooked it is to be turned straight by manual assistance.” I cannot, 
explain to what it refers. To expedite the expulsion of the placenta, 
various methods (some disgusting) were adopted to induce vomiting. 

Management of Puerperium. — ^The directions given are far from satis- 
factory, as tliey are based on an erroneous conception of the normal 
ph3*siologieal course of the puerperium. 

Multiple Pregnancy. — ^Nothing was knomi as regards its causation 
beyond tlie mistaken idea of deranged air. 

Delayed Labor. — Drugs for promoting the expulsion of the fetus were 
not laiowu. Fumigations, charms and sometimes manipulations Avere 
emplojmd to expedite deliver5^ 

Preternatural Labor. — There is no attempt, at classification, but sev- 
eral conditions Avhich produce dystocia and require artificial aid, are 
described. Susruta describes eight abnormal presentations, of ndiieh 
'one, (both loAver extremities), does not require any assistance, fiAm 
require assistance with the hands alone (some kind of Aversion or extrac- 
tion) and tAvo instrumental interference (i. e., embryotomy). Destruc- 
tive operations on a living child are not recommended. 

Of other complications, unconsciousness and nervous diseases are 
referred to, wliieh are said to be always dangerous. Perhaps eclampsia 
is mentioned. Contraction or any disease of the Amgina (? passages), 
is always considered to produce difficult and dangerous parturition! 
Death of the fetus in utero connoted gi'eat danger to the mother and im- 
mediate removal of the child is recommended. Signs of death of the 
fetus are described: cessation of the child’s movements and fetid smell 
of the breath being mentioned. It is noteworthy that hemorrhage, ante- 
or postpartum is not even touched upon. 

Obstetric Operations. — ^Postmortem cesarean section is mentioned. 
Perforation of the head, followed by cranioelasm and extraction of the 
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fetus by hooks is described. Evisceration is recommended for swelling 
of the fetal abdomen. In impacted breech, division of the pelvic bones 
is resorted to. The after-treatment of these cases receives careful con- 
sideration. 

Ohstetric Instruments . — Only a few are described but the description 
of these insti-uments is neither minute nor precise, as they are not il- 
lustrated by drawings nor now employed. In general the name of the 
instnunent was derived from the resemblance to certain leaves, etc. 
The hand is considered to be the fii-st, the best and the most important 
of all surgical instruments. As some of the modern physicians have at- 
tempted to sliow that some of them resemble modern obstetric instini- 
ments, a few remarks will be made. (1) klandalagra — ^this is supposed 
to resemble a decapitator. It is described as a round or circular headed 
cutting instrument. Wise, in 1843, gave a diagi’am which is something 
like that given bj- klukherji after Susriita. Another diagram appeal's 
in an English translation of Susriita by IC. Bhisagratua in 1907 which 
has evidently been modified by Mukherji to resemble a decapitator. The 
description does not warrant such assumption. Apparently it is a sharp 
cutting instrument which may be used for perforation. Two other 
instruments, viz. — Bridhipatra and Mudrika, are described, which could 
be used for similar purposes. (2) Garbha-sauku is depicted by Muk- 
herji to represent a blunt hook, but it is classified under shaiii instru- 
ments. Binod Sen illustrates it as a sharp hook, which must be correct. 
(3) Jujua-sauku means paii'cd sharp hooks, but it has been figured 
by Binod Sen to look like Palfjui’s “iron hand.” Sir Bhagbat Sing 
Jee, in his book on History of Aryan kledicine, liints that this indicates 
the use of forceps as a conservative instrument by the ancient Hindus. 
This claim has not been established. Perhaps modern Hmdu writers 
have been gi'eatly carried away by their admiration for ancient Hindu 
medicine and in their zeal imagined that such instruments represented 
modern perfected tj^pes. 

Retained Placenta . — Gentle pressure on each side of the abdomen 
combined with shaking hy a- strong ‘person, seizing her behind, is the 
treatment recommended. Comment is unnecessai’j\ 

Puerperal Diseases . — AH diseases produced during the puerperal 
period are described under a common heading — Sutika voga, and ai’e 
considered very serious, often incurable. The descriptions are meagre 
and the treatment recommended is unsatisfactory. Mastitis and mam-- 
mary abscess received some consideration. (It may be stated here that 
in 1908 Dr. Pearse, then Medical Officer of Health of Calcutta, drew 
attention to the incidence of Sutika or chronic diarrhoea with fever, 
which caused a death rate of 1.3 per cent of the total number of reg- 
istered births in Hindu and Mohammedan puerperal women in Calcutta. 
It should, however, be mentioned that there is no accurate method of 
registration of deaths, so that the cause of death after ehildbirtli, is put 
down under a generic term “Sutika,” which apparently covers a num- 
ber of distinct diseases. In 1920, Dr. I. B. Basn of Calcutta made a 
careful study of fifteen eases of so-called “Sutika.” He came to the 
conclusion that the symptoms pointed to the existence of anemia, com- 
bined with an extensive chronic enterocolitis caused by colon bacillus. 
The terminal infection is due to tubercle bacilli. 

Management of the Infant . — ^Detailed directions are given with 
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regard to this subject. The selection of a wet nurse also receives care- 
ful attention. . . ^ , 

Diseases of Infants . — Almost aU diseases in infants ai’e supposed to 
be produced by constipation. Purulent ophthalmia is mentioned and is 
believed to be caused by bad milk. 

Prom the above brief survey of midwifery in ancient India, one may 
reasonably observe that Indian medicine was in possession of an impos- 
ing treasure of empirical knowledge and technical achievement. Nat- 
urally, the knowledge of anatomy, physiology and pathology was prac- 
tically nil, but diagnosis was founded upon carefully collected evidence 
of the senses and anamnesis; while prognosis was most fully developed. 
In the treatment of disease, prevention played an important part. 
Hygiene and diet were considered as important as drugs and other 
therapeutic measures. The pharmaeopia was a rich one, consisting- 
chiefly of substances of vegetable origin, although no small number of 
RTi imnl and mineral substances were employed. Surgery constituted the 
summit of attainment of Indian medicine and Hindu practitioners were 
accustomed to perform difficult operations with boldness and skill. 

MID'WIFERY IN INDIA DURING MOHAMMEDAN RULE (8tH TO 18tH CENTURY) 

During the Mohammedan rule in India, surgery and obstetrics ap- 
pear to have fallen to a vei*y low ebb. Although it is certain that Arabian 
physicians were acquainted with old Hindu authors, the Mohammedan 
conquerors of India did not adopt any special measures for spreading 
medical science of the Arabian school amongst the conquered race and 
we may safely consider this period of 1000 years (8th to 18th century, 
A.D.) as a period of stagnation or rather decline. Arabian physicians 
left the care of obstetric eases to midwives. 

{To he concluded in February issue.) 


Selected Abstracts 


Abdominal Cesarean Section 

Gandy: The Administration of Anesthetics in Cesarean Section. Journal of 

Obstetrics and Gynaecology of the British Empire, 1922, xxviii, 534. 

Stovaine or gas and oxygen -with local analgesia are the preferable anesthetics 
for cesarean section in obsti-ucted labor. The association of contracted peMs and 
malformations of the thorax -with diminished respiratory capacity, cardiac em- 
barrassment or tuberculosis frequently makes ether an undesirable anesthetic. 
Gas and oxygen with local analgesia is the preferable anesthetic when cesarean 
section is done for severe antepai-tum hemoiThage. Ether or gas and oxygen 
with ethanesal arc employed when the operation is done for eclampsia. Chloro- 
form is contraindicated in the latter condition. 

Gas and oxygen with ethanesal are eliminated from the fetal system faster 
than ether. Scopolamine and morphine affect the respiration of the child and 
should not be given uithin six hours of the time of delivery. Chloroform favors 
uterine bleeding and should never be used after opening the uterus. Occasional 
administration of morphine after removal of the fetus prevents postoperative 
nausea and vomiting. Shutter. 
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Holland, Eardley: Results of a Collective Investigation into Cesarean Sections 

Performed in Great Britain and Ireland from the Year 1911 to 1920 Inclusive. 

Journal of Obstetrics and Gynaecology of the British Empire, 1922, xxviii, 35S. 

Details arc given covering 4197 cases of cesarean section. The cases are clas- 
sified according to indications as follows: contracted pelvis (3372), eclampsia 
and other toxemias of pregnancy (227), antepartum hemorrhage (20S) and con- 
ditions other than tlic above (3GG). 

Three thousand three hundred and seventy-two cases of contracted pelvis 
were operated with a gross mortality of 4.1%. Twelve hundred and two cases 
operated before the onset of labor gave a gross mortality of l.G%. Three 
hundred and eighty-nine cases sectioned carlj’' in labor had a maternal mortality 
of 1.8%. Cases operated late in labor gave a 10% mortality. A 14% mortality 
followed the operation in 35 cases where attempts at induction of labor pre- 
coded section. One hundred and one cases operated after unsuccessful attempts 
at delivery with forceps resulted in a maternal mortality of 25.7% and a fetal 
and infant mortality of 38%. Three mothers out of six died whore cesarean 
section was done after attempted delivery b 3 ' craniotomj'. 

The more common causes of death in 122 out of 139 fatal cases operated for 
contracted pelvis were general peritonitis 49, sopsis IG, septicemia 10, pulmonary 
embolism 8, pneumonia (all tj'pcs) 17, intestinal obstruction 3, and ileus 2. Ce- 
sarean hysterectomy was done 4G times in the 3372 cases with a mortality of 
17V(!%. Of the 3392 children including 19 cases of twins, 122 were born dead 
and 131 died in the first tivo weeks, a mortality of 3.9% and 4.2% respectively. 
The fetal and infant death rates were directly proportional to tho duration of 
labor. 

Tho maternal mortality' in 195 cases of eclampsia treated bj' cesarean section 
was 32%. Tho mortality w'as three and one half times higher in the cases 
operated after tho sixth convulsion. Of 37 deaths in this group the toxemia 
was blamed for 20, peritonitis 1, embolism I, pneumonia (all typos) 8, suppres- 
sion of urine 3, etc. The fetal and infantile mortality was 50%. Prematurity 
was given as the chief cause of infant death. 

One hundred and thirty-nine abdominal sections were done for placenta previa. 
A mortality of 11.5% for the group is divided as follow's: complete or central 
placenta previa 14%, incomplete placenta previa 9.3%. The fetal and infant 
death rates totaled 27.3%. Prematurity is again the most common cause of in- 
fant death. 

Cesarean section for accidental hemorrhage gave a maternal death rate of 
27% in 66 cases. To control hemorrhage or remove uterine pathology cesarean 
hysterectomy was necessarj' in 30 cases with a resultant mortality of 4G.6%. 
In all other cases the mortality w'as 11%. The fetal and infant deaths in these 
cases totaled 86%. Abdominal section with hysterectomj’ offers the easiest means 
of delivery in the badly shocked cases and provides a means of controlling 
hemorrhage from a uterus completely atonic. Operation is not done primarily to 
save fetal life. 

Section was done 259 times for obstructed or prolonged labor. Obstruction 
was caused by fibroid tumors in 88 cases and ovarian cysts in 25. Carcinoma of 
the cervix indicated operation 23 times, cancer of the rectum, bladder and colon 
9 times. The maternal mortality wdth cesarean section for fibroids was 10%, 
the fetal and infant mortality 25%. Of 25 cases of carcinoma of the cervix, 6 
mothers and 14 babies died in the hospital. No deaths followed the operation 
for carcinoma of the colon, rectum and bladder. Twenty-five operations in this 
group followed ventral fixation, interposition or plastic repair. Impending rup- 
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invt. of tlie uterus aud rigidity of the cenux are each givea three times as an 
indication for section. Congenital malformations obstructed labor eight times. 
Thirty-three cases came to operation because of malpresentation or cxcessivo 

^"^Lave maternal disease indicated operation 61 times. Of these, 40 were car- 
diacs in whom abdominal section resulted in a maternal mortality of 22.5% and 
7 dead babies. Section was done twice for pulmonary tuberculosis and uve 
times for intestinal obstruction. Operation was done ten times for habitual 
death of the fetus during labor. No mention is made of the number of cases in 
which a previous cesarean section indicated a repetition of the operation. The 
report is <"iven in 89 pages of excellent detail invaluable to the obstetric 

o ” H. W. SllVTTER. 

surgeon. 


Bride: Cesarean Section in Manchester. Journal of Obstetrics an’d Gynaecologj' 
of the British Empire, 1922, xxviii, 463. 

Six hundred and forty-eight cesarean sections were performed in Manchester 
during the years 1911 to 1920 inclusive. Five hundred and fifty-seven abdominal 
sections were performed for contracted pelvis with a mortality of 4.1%; 15 for 
eclampsia with mortality of 66.6%; 25 for antepartum hemorrhage with mor- 
tality of 28%, and 51 for other indications with 10 deaths, a mortality of 19.6%. 
There were in all 50 deaths in the 648 cases, a gross mortality of 7.7%. 

Twelve of the 23 deaths in cases whore the operation was done for con- 
tracted pelvis were duo to general peritonitis. Nine of these 12 women had 
liad repeated I'aginal o.vaminations with the membranes ruptured. In four of 
the cases forceps had been employed nnsncecssfully at home. The author feels 
that cesarean section for contracted pelvis has little risk in cases not previously 
examined or where no attempt has been made at delivery from below. In 
spite of a maternal mortality of Go.6% in the cases sectioned for eclampsia 
the author apparently considers hysterotomy a favorable method of delivery 
in this condition. Cesarean section is recommended for placenta previa of the 
central type occurring in the primipara with a viable fetus. 

Eorty-nine per cent of 190 cases operated prior to 1918 have since become 
pregnant. Thirteen of these aborted from causes not necessarily intrinsic. Abor- 
tion does not follow cesarean section with marked frequency. Of the cases com- 
ing to term three delivered spontaneou.sly and 68 were sub.sequently sectioned. 
Precaution against pregnancy seems to be the most likely factor in seeming 
sterility subsequent to cesarean section. 

Of 4 women allowed to deliver spontaneously, one died from rupture of the 
uterus. In view of the favorable mortality of 2% in abdominal sections per- 
formed before the onset of labor one cannot justify a 25% mortality in women 
allowed to deliver spontaneously after section. H. W. Shutter. 


Williams, J. Whitridge: A Critical Analysis of Twenty-One Years’ Experience 
with Cesarean Section. Bulletin of the Johns Hopkins Hospital, 1921, xx.xii. 


General conclusions are as follows: 183 cesarean sections were performed o 
145 women in a series of approximately 20,000 deliveries and comprised 1C 
single and 79 repeated sections. There were 121 typical conservative sections 
extrapentoiieal sectaons 1 postmortem section, and 57 Porro sections. The gr'o' 
mortabty was 5.46%, but upon deducting cases in which death was not attribi 
table to the operation, the net mortality was 3.45%- or 4 7% i-n tlio 
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due to infection. Disproi)ortion duo to contracted pelvis was tlie indication for 
interference in nino-tentlis of tlio black and six-tcntlis of tlio white patients. 
Several varieties of rachitic pelvis afforded the predominating indication in the 
blacks as compared with simple flat pelvis in the whites. The most frequent 
nonpelvie indications were eclampsia and serious cardiac decompensation. Cesa- 
rean section is not the ideal treatment for eclampsia and is indicated only in 
rare instances in which the cervix is rigid and undilated and venesection has 
not led to improvement. It is likewise rarely indicated in placenta previa. 
Only 7 % of the children wore deeply asphyxiated. The uterine cicatrix rup- 
tured once in 48 women with repeated sections, as well as in 12 deliveries 
through the natural passages subsequent to section. "Williams is convinced that 
cesarean section is abused throughout the country and that it is the cause of 
many unnecessary maternal deaths. C. 0. Maland. 

Harris: A Study of the Results Obtained in Sixty-four Cesarean Sections Ter- 
minated by Supravaginal Hysterectomy. Bulletin of the Johns Hopkins Hos- 
pital, 1922, xxxiii, 318. 

Supravaginal hysterectomy was cmploj'cd more particularly in 2 classes of 
cases: first, to effect sterilization after repealed cesarean sections; and, secondly, 
to obtain more ideal results upon patients who were already infected or who 
were admitted to the service after being long in labor. In 223 cesarean sections 
— supravaginal hj'stercctomy was done in 64 instances with 3 deaths or a gross 
mortality of 4.68%. Onlj’- one (operative accident) was directly associated with 
the operation, — a cardiac condition and a pre-existing renal condition respectively 
accounting for the other two deaths. Thus only 1.56% resulted from the opera- 
tion. Hysterectomy was done on 23 patients to effect sterilization; on 18 pa- 
tients abeady infected or late in labor; 5 cases of atresia of cervix; 4 neglected 
transverse presentations; 2 hour glass contractions of uterus; 2 failure of bag 
or bougie to induce labor; 1 dystocia following ventral fixation of uterus; 9 
for some other cause. C. 0. iLviAND. 

Brouba: Must Abdominal Cesarean Section Be Reserved for .the Clean Case? 

Gynecologic et Obstetrique, 1920, ii, 385. 

Unfortunately, in many instances, dystocia makes itself evident only after 
labor is well along and after the bag of waters has been ruptured for various 
lengths of time. Should we say in such cases that we should not perform an 
abdominal cesarean? P. Bar does not hesitate to answer in an affirmative and 
his opinion is so outstanding and based uj)on so long and comprehensive an ex- 
perience that it is vested with great authority. However, the author .wishes 
to give the results of sixty conservative cesareans that make him hestitate to 
agree absolutely with this opinion. 

• In twelve of these cases all the ideal conditions enumerated by Bar were 
existing. In forty-eight of them, however, labor had been in progress for 
variable lengths of time, the greater number had been subjected to repeated 
examinations at home. In two-thirds of the cases the membranes had ruptured 
from two hours to five days before; dilation of the cervix varied from the size 
of a dime to nearly complete dilation. These cases were clearly not strictly 
clean and yet in the absence of fever and of all signs of uterine infection we 
did not hesitate to perform a cesarean to save the child. Success has followed 
our temerity. 

Two of the twelve strictly clean patients died. None died among the ques- 
tionable cases. 
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These results lead the author to heliovo that if one has full 
ease from the beginning, one eould allow the labor to progress a long trmo undot 
'strict aseptic conditions before the case would become sufficiently contanunated to 
lead one to decide against an abdominal cesarean in the face of a definite in- 

. K. T. XiA.VA.ElE. 

dication. 


Bell, Blair: The Sterilization of Infection Incurred Before Cesarean Section Is 

Performed. Journal of Obstetrics and Gynecology of the British Empire, 1922, 

xxviii, 528. 

The author in doing cesarean section on presumably infected cases employs 
the following method of wound sterilization. After delivery of the placenta a 
gauze saturated with sodium hypochlorite solution (MUton’s fluid) is applied to 
rhe edges of the wound for one or two minutes. The gauze is then placed in the 
uterine cavity and before closing is pushed out into the vagina with a uterine 
dressing forceps. The pach is not removed from the vagina until after the pa- 
tient is returned to her bed. To date the method has been employed in ten 
cases with good results. H. W. Shutter. 


Bauch: Cesarean Section upon the Dead and Dying Patient in Eclampsia. Zeit- 
sohrift fur Geburtdiiilfe und Gynaekologie, 1922, Ixxxiv, 596. 


The author gives a brief historical review of postmortem cesarean section. 
He finds that it is one of the oldest recorded obstetrical operations. Although 
absolutely trustworthy statistics are not available, it may be assumed that the 
operation must have been attended by a certain percentage of successful re- 
sults, even in early times or it should long since have been abandoned. The 
statistics of Schwarz for the years of 1836 to 1848 showed lOZ operations with- 
out a single living child, and in Dohrn’s later series of 90 cases, all the children 
were also dead. The more recent literature has given a number of successful 
results, yet Cathalos' series with 61% of living children and Bohmer’s with 
68% are probably explained by the greater tendency to publish successful cases. 

Keeent animal experiments have shown us more about the circumstances in 
which the fetus survives the dead mother for a time. When death occurred 
suddenly, as from hemorrhage or chloroform intoxication, the fetus survived 
longer, usually about five minutes. When the death agony was long drawn out, 
or there was' a high fever, the fetus survived only a short time or even died 
before the mother. 


Operation upon the moribund patient has been proposed and occasionally car- 
ried out to avoid the danger to the child of the death-agony. It involves far 
more complicated questions than does postmortem cesarean, and may assume a 
medicolegal aspect, for should the patient survive the operation for some hours, 
the operation may be charged as the determining cause of the fatality. Though 
in consideration of the rights of the child, postmortem cesarean may and should 
be performed even without definite consent when this cannot be obtained in 
cases of sudden death, a section upon the moribund patient should never be 
performed without consent of the relatives and consultation with another 
physician to confirm the dying condition of the patient. Whereas, in postmortem 
cesarean, haste is the great essential, section on the moribund patient should 

riDuud patient, yet is not an essential prerequisite for post- 
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mortem cesarenn, for extraneous circumstances may make it verj' difficult to hear 
the fetal heart beat in a restless dying patient. 

Cesarean section upon the dead or dying patient has been performed in the fol- 
lowing diseases: heart failure, pneumonia, chronic diseases of heart; kidney or 
lung diseases; embolism, rupture of largo vessels, cerebral tumor, meningitis, 
eclampsia, chorea gravis, peritonitis, pernicious anemia and burns. The eclamptic 
patient may die undelivered cither suddenly in the first convulsion, or after an 
eclamptic coma of some duration. There arc a number of factors which un- 
favorably influence the prognosis for the child in eclampsia: the frequent pre- 
maturity, tiic toxicity, and the asphyxia attending the convulsions. Yet in 13 
postmortem sections and one upon a dying patient in oOO cases of eclampsia 
at the Kiihn clinic, there were obtained three living children, or 21.4%. Since 
one of these 14 cases was a hydatid mole and another a macerated child, the 
three living babies represent 25% of the total possibilities. One of the three 
babies was, however, deeply asph3’xiated and died rvithin a few hours. Another 
lived ten months and died suddcnlj*- of “inward” convulsions. The final fate 
of the other is not recorded. But the saving of even an occasional life surely 
justifies the operation. ]\L\kgaket Schulze. 

Kerr, Munro; Indications for Cesarean Section. Journal of Obstetrics and 

Gj-naecologj' of the British Empire, 1922, xxviii, 338. 

With graduallj' improving results from cesarean section the upper limits of 
pelvic deformity for which the operation is indicated have been raised to S.l cm. 
Had we means of insuring a firm uterine scar many cases now handled by tho 
older methods would be better treated by cesarean. Induction of labor does 
not come into competition as its results are seldom satisfactory when tho con- 
jugate vera is less than 3% inches. Induction of labor is indicated when the 
accoucheur has experienced difficulty in delivering bj' forceps at a previous labor 
and feels that a slightlj' smaller child could be delivered casilj*. With few ex- 
ceptions when delivery from below is impos.sible, cesaretin section should be done 
if the child is alive, craniotomy if it is dead. Pubiotomy, seldom suitable for con- 
tradictions of the inlet, is not employed enough for outlet contractions. 

Cesarean section is indicated for obstructing fibroid tumors. Too many ab- 
dominal deliveries are done for abdominal cystomata. Frcquentlj^ these tumors, 
even with the patient in labor, can be pushed out of the pelvis with the aid of 
Trendelenburg posture and deep anesthesia. 

The only cases of eclampsia suitable for cesarean section are those with well- 
advanced pregnancy, in the absence of cervical dilation or previous attempts at 
delivery and in which there has been no improvement after six hours of blood 
letting, morxjhine and intravenous saline. 

Marginal and lateral placenta previa are well handled by the conservative 
methods of treatment. Cases treated by the older methods carry a maternal 
mortalitj' of from 4% to 10% and a fetal mortality of 40%. One hundred and 
thirty-one cases of placenta previa treated by cesarean section gave a maternal 
mortality of 10%, a fetal mortality of 15%. In the author’s opinion cesarean 
section is the best method of treatment for most cases of central placenta 
previa. 

Excluding the cases of accidental hemorrhage which can be controlled by con- 
servative treatment, cesarean section and hysterectomy alone remain suitable 
procedures. In these cases abdominal section offers immediate delivery, control 
of hemorrhage and is frequently the means of saving maternal life. 

Under special circumstances, brow, face and occipito posterior presentation. 
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rigid cervix, Rigii retraction ring and sears from previous pelvic operations be- 
come indications for tbo operative procedure. Cesarean _ seetron rs rndreated 
when dystocia from ventral fixation or interposition operations prevent delivery. 
Cardiac disease and otlier maternal emergencies occasionally indicate operation. 
Sueb conditions as liydramnios, liydrocoplialus, varicose veins and impacted sboul- 
der presentations seldom justify abdominal delivery. Improved operative meth- 
ods and results arc gradually extending the indications for cesarean section. 

IT. W. SiTUTTEK. 


Taylor, Charles J. G.; Cesarean Section: With Special Keference to Present-day- 
Indications for Operation. The British Medical Journal, June 10, 1922, No. 
3206, p. 909. 

The author considers absolute indications such as (1) pelvic deformity where- 
the conjugate is perhaps inches or lessj (2) hard solid tumorsj as lelative- 
indications: (1) contracted pelvis with a conjugate between 3% and inches;. 
(2) tumors such as fibromyomata and ovarian cysts; (3) placenta previa (he- 
believes this operation should be performed in cases of central and lateral; 
placenta previa, but not in the marginal form) ; (4) eclampsia (he thinks ini 
some of these cases cesarean section is a matter of choice) ; (5) concealed acci- 
dental hemorrhage (section associated with hysterectomy) ; (6) ventrofixation, 

(cesarean section may be necessary where the cervix is tilted backward); (7) 
prolapse of cord (ho does not recommend this as a routine practice for tins, 
condition) ; (8) impacted shoulders (he advises against general use of cesarean, 
section in those cases, mortality of both mother and child being about 50%);: 
(9) abnormal conditions of the child, such as postmaturity, rarely brow presenta- 
tion, persistent occipitopostorior position, impacted breech (all of these conditionsi 
should be regarded as exceptional indications); (10) retraction and contrac- 
tion rings (a conceivable indication for section); (11) scar tissue and a rigidl 
cervix; (12) serious diseases of the mother, such as cardiac disease, advanced- 
pulmonary tuberculosis. He mentions postmortem ces.arean section as a justi- 
fiable procedure. Other occasional causes are mentioned such as extreme edema, 
of the vulva, also largo varix of the vagina and vulva. He raises a question as- 
to whether cesarean section should bo performed before labor has started and 
sees no contraindications to the performance of section before the o'nset of labor. 

He thinks there is no reason for routine sterilization of the patient. 

There are cases on record of repeated cesarean sections font, five, and even 
more times. The possibility of rupture of the uterine scar during pregnancy 
should be borne in mind. The writer seems to accept the dictum “once a 
cesarean, always a cesarean” only for pelvic contraction. In conclusion the 
author emphasizes the supreme importance of a careful watching of all cases 
during pregnancy, and stresses the urgent need for maternity beds in large towns, 
and couuntry districts. Adair 


Henkel, M.: Cesarean Section and Its Indications In Modem Obstetrics. 

Medizinisclie Klinik, 1922, xviii, 917. 

In addition to absolute and relative indications we now have prophylactic 
nidications as well. Practically there are three forms of cesarean section- the- 
classic, the intraperitoneal cervical and the extraperitoneal cervical. 

It is easy to deal with the absolute indications for the operation but not so- 
with the relative ones. The experienced obstetrician in dealing with contracted 
peies prefers first to see the effect of labor pains before making any decision 
he question of cesarean section is further complicated by the fear o/infection 



110 THE AJIERICAH JOURHAE OP OBSTETRICS AND G‘2NEC0L0GY 

Tliero is no doubt that in tlie presence of infection the prognosis is mucli •worse; 
but at present there is no means of recognizing the presence of infection early. 
The patient may bo severely infected and yet show no symptoms of this a'nd on 
the other hand, she may have no infection and yet show streptococci in the 
uterine secretion and in the blood and she may have fever and tachycardia. 

Henkel believes the intraperitoneal cervical operation is the one of choice 
and describes his method of performing it. The patient is kept in the horizontal 
position throughout the operation. The indications for cesarean section may be 
extended because a difficult delivery per vias niaturalcs under certain conditions 
may be more dangerous to the mother than a cesarean section. In placenta 
pre-via, e.g., the abdominal operation proves blood-sa-ving; but it should be re- 
served for placenta previa centralis in primiparas. In eclampsia where the 
cervix is undilatcd and the head high, cesarean section is the quickest and most 
certain method of delivery for both mother and child. The author emphasizes 
that the technic of the operation is now standardized but the diSiculties arise 
in placing the indications. J. P. Geeenhill. 

Jones, Arnold: A Plea for the More Frequent TJse of Cesarean Section. British 

Medical Journal, July 16, 1921, No. 3159, p. 75. 

The author advocates more frequent use of cesarean section in the treatment 
of placenta previa and eclampsia. He describes an operation which he thinks 
makes the uterine scar capable of standing the strain of future labors. He uses 
a midline incision, incising the external layer of the uterine muscle transversely 
just below the center of the uterine body. He makes a V-shaped incision 
about one-eighth inch deep. This layer is peeled upwards toward the fundus. 
The middle and inner layers are now incised longitudinally. The longitudinal 
incision is closed with a continuous catgut suture, the transverse incision in 
practically the same way. There is very little trouble with blood loss in this 
operation. He has performed the operation in eight cases; four of eclampsia, 
two of placenta pre'sn.a, and two of contracted pelvis. None of these cases have 
had subsequent labors. S’. L- Adaie. 

V. Jaschke, B. T.: The Justification of Abdominal Cesarean Section in the Treat- 
ment of Placenta Previa. Monatsschrift fur Geburtshiilfe und Gynilkologie, 

1922, l\dii, 249. 

Cesarean section nowadays is for the large proportion of obstetricians, the 
method of choice in dealing with severe cases of placenta previa especially 
placenta previa totalis. Hitschmann, who does not favor cesarean section as 
the usual method of dealing with placenta previa had a maternal mortality of 
5% in his own cases of placenta previa treated by cesarean section. But he 
performed the classic operation. In the cases iu which the low cervical cesarean 
is performed the mortality is not above 2% and it does not matter whether the 
operation is intra- or extraperitoneal. As Hitschmann himself mentions, the 
general maternal mortality for cesarean section performed for placenta previa 
is 3.6% whereas for the older methods (Braxton-Hicks version, metreurysis, etc.), 
it still is 7.6%. 

Hitschmann ’s point of view as regards treatment is untenable because he fails 
to consider the life of the child. The lowest fetal mortality obtained with 
metreurysis is about 20% while the general fetal mortality where the older meth- 
ods are used, is 30 to 40%. It is v. Jaschke ’s opinion that the child’s life should- 
be neglected only when a cesarean section would endanger the life of the 
mother. 
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PRESIDENTIAL ADDRESS'' 

AUmiGAN ASSOCIATION OP OBSTETRICIANS, OYNECOLO- 
OISTS AND ABDOMINAL SURGEONS 
By Rolakd E. Skeel, M.D., Los Angeles, California 


I N casting about for a subject sufficiently dignified and important to 
bring before this Association my thought was arrested by the 
probability that any one surgical, gjmecologic or obstetric .question 
with which I might be qualified to deal would be better understood by 
most of those before me, hence my decision to wander for a few mo- 
ments into the field of Association policy, a decision perhaps the more 
timely because this year for the first time we meet without the guid- 
ance of one for whom the welfare of this Association has been second 
only to that of his own family for more than a decade. I speak of 
course of Dr. Zinke whose loss we feel most keenly, whose influence was 
always for the best, and whom any of us would be honored in eulogizing 
were it not to be better done by one w^ho knew his personal life more 
intimately than the rest. 

At the outset I wish to disclaim any special liking for the term 
standardization as we now understand it with reference to medical 
and surgical procedures, hospital organization, etc. Indeed the word 
itself implies permanency, a state wdiich obviously is impossible in 
any department of surgery at a stage in its career when neiv light- is 
thrown daily upon its problems. Stability, however, meaning such 
a degree of standardization as will contribute to a fairly uniform 


*Read at Uie TUlny-fifth A^rraal -Meeting of the American Association of 
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practice inider tlie usual circumstances is liiglily desirable, and this 
degree of standardization has been reached in certain diseases of 
which cystadenoma of the ovary, cancer of the breast and pyosalpinx 
are examples. True, minor details vary with individual surgeons, de- 
pending U25on their temperament, surgical judgment, and operative 
facilities, but the basic principles underlying the management of these 
surgical disorders are recognized and followed by all. 

However, tlie status of the present day operath'e treatment of these 
conditions was not reached by a single step. On the contraiy it was 
fought through, over years of advance and recession, with change of 
thought and technic, and while the originator of the operation may not 
have lived to see his ideas completely vindicated, his immediate fol- 
lowers did. The work of Sir Spencer Wells for ovariotomy, and 
Lawson Tait and our own Price for salpingectomy, exemplify what 
we have in mind, while Halstead, the chief exponent of radical ex- 
tirpation for cancer of the breast must have derived great satisfaction 
from a contemiilation of the complete acceptance of his ideas, and 
the enormous lessening of suffering and the saving of life which this 
acceptance carried with it. 

In the treatment of the greater number of surgical disorders in the 
abdomen and the complications arising during pregnancy and labor, 
no such consensus of opinion exists; indeed, even in the management 
of normal labor a new school is arising which insists that every ob- 
stetric patient shall be converted into an operative case if only the 
obstetrician can get to it before the baby is born. From the pro- 
nouncements of another school one would be inclined to believe that 
cesarean section was the only legitimate method of delivery of a 
patient whose labor was a bit delaj^ed and whose vagina had not been 
contaminated, and of course once a cesarean always a cesarean, while 
the methods of treatment for eclampsia are as far apart as the poles. 
To mention but a few on the surgical side: if one accepted all the 
literature, cancer of the cervix is curable by operation in over half 
of all eases presenting themselves and is never cured, radium cures 
man 3 ^ and cures none, the chronic appendix has subsided and the 
gall bladder has taken its place, in fact there must be a A'^eritable 
epidemic of cholec^'stitis extending over the land, while peptic and 
duodenal ulcers are cured b^^ medical and surgical treatment, and 
cured bj’- neither. 

Wliat is now occurring in the study of the jiathologj’’, syinptomatol- 
ogj^ and treatment of these surgical lesions, fundamentallj^ is the same 
struggle which took place when Spencer Wells took up the routine 
practice of ovariotomj'^ and Tait in England and Price in this countiw 
urged a knowledge of the time pathologj’’ and treatment of pjmsalpinx, 
onh' increased in intensity bj' the great variety of intraabdominal 
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lesions -ffliich are revealed- tlirongli the study of living pathology a 
the operating table; and multiplied many times by the number o'^ 
operators and the present day opportunity afforded to publish then- 
views. This struggle must proceed until some degree of stability is 
reached, but meantime great harm is done by the wordy barrage 
which comes from all directions, ivhose component parts are fired 
by skilled observers and writers, by those wdiose powers of observation 
and expression are limited, and by a multitude who shoot simply to 
make a noise and attract attention to themselves. 

But little damage would be done if this barrage of words, facts and 
opinions was exploded at the mouth of the gun, as it were, and went 
no further ; but the medical, exactly as the general public, still clings 
to the tradition of infallability in the printed word. Further, if this 
printed matter found its way only into the hands of those able to esti- 
mate it at its proper value it would be of minor impoi-tance, but the re- 
verse actually is true. Too much xvriting for puhlication of undigested, 
imperfect opinion is the hnne of true surgical progress toda-y. "When 
an unusual observation or the report of a unique method of operation, 
emanating from a source usually regarded as authoritative in a given 
line, is presented to an expert in that line, he is able to assimilate it, 
place it in its proper position and compare it with his own observations. 
If it is a new idea in etiology, pathologj^ or symptomatology he seeks 
to confirm or overthrow it. If a new^ operation, he approaches it with 
the greatest care and circumspection. As an expert he understands 
the fallibility of authorities and weighs their promulgations accord- 
ingly, and if he is a really big man he recognizes that the intellectual 
giant, with intellectual honesty, avIio is never consciously or uncon- 
sciously swerved by the hope of personal advantage, and Avhose opin- 
ions can be folloAved Avithout hesitation, in other Avords the Osiers of 
the profession arise only once or tAA'ice in a generation. 

To the less experienced and the beginner in surgery the matter 
presents itself in a different light. Eager to learn, desirous of being 
fully abreast of the times, the published views confirm some ill-defined, 
vague notions of his OAvn, and that AAdiich may have been purely 
speculative in the mind of the author is accepted as demoirstrated fact 
by the reader, avIio thereupon hastens to present a paper upon the 
same or ,an ahied subject. Multiply this one example by the hun- 
dreds, Avho, Avith laudable ambition, are hastening to break into print 
and give their brain children an airing, and we have an explanation 
of the confusion AA-hich exists in the medical literature of the day. 

Another class, which the profession has vainly tried to eliminate 
for many years, is composed of those individuals always seekin- an 
excuse to operate. The great bulk of our profession is sound°and 
conscientious to the core; but admi.ssion to a medical school gradua- 
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tion therefrom and subsequent interneship in a hospital, cannot re- 
make the man who has entered the profession with his eye on its 
presumed monetary advantage and who lias a total disregard for 
human health and happiness ; consequently the occasional black sheep. 
These are vastly encouraged by the printed opinion of celebrities that 
cholecystectomy, panhystercctomy, cesarean section and version are 
operations legitimately praetieed for trivial indications; as they some- 
times may lie by the trul}^ expei't, but never are in the hands of the 
last year’s graduate or occasional operator among general practi- 
tioners. 

The American College of Surgeons has furnished one way, imper- 
fect as it admittedly is, to designate the competent and weed out the 
surgical purchasing agent, and great good has been accomplished in 
an astoni-shing]}' short time. Excepting to the profession itself, how- 
ever. the College means but little, as the public has by no means 
gra.sped its purpose or importance. 

So long as no laws exist which prohibit the practice of major sur- 
gery and the surgical specialties Avhieh deal with fundamental organs 
like the eye, it is of the greatest importance for the welfare of human- 
ity at large that special societies and associations like our own, recog- 
nize the heavj- load of responsibility which rests upon them, as well 
as upon their individual members It is our firm conviction that some 
method should be adopted by which the presentation of bizarre meth- 
ods of diagnosis, new and startling indications for operative pro- 
cedures and extreme styles of operating should be withheld from 
general publication until some degree of unifoi-mity of opinion had 
been arrived at by those with abundant facilities, and such experience 
as would keep them from overstepping the bounds of safety for their 
patients. A satisfactory solution of the problem is difficult. 

It Avould seem that a portion of it lies with medical journals them- 
selves, and that editorial disclaimers of responsibility might well be 
abolished and editorial comment on the unusual substituted therefor. 
While editors and editorial writers may have no more knowledge of 
a subject than the contributor, their views are more likely to be unbi- 
ased, and presentation of the opposite viewpoint reveals to the casual 
reader not only that there is another side, but that it should be heard 
and Aveighed before accepting all that cAmn the most adA'anced I’c- 
seareh Avorker or clinician suggests. 

It might seem too extreme to suggest that .special societies confine 
the publication of their papers to the official transactions, and cer- 
tainly such action Avould seiwe to smother many Amluable ideas at 
their inception, but it Avould be quite possible to abolish the practice 
of publishing the discussions on these papers, and substitute there- 
for the comments of an editorial committee appointed for that purpose. 
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All of us recognize that extemporaneous cliscussion frequently par- 
takes of the character of schoolboy debate, that we always must revise 
our remarks for publication, and that even the revised version iaiel> 
says what ive would have said if given sufficient time and space in 
which to express ourselves. 

Such an editorial committee could have at hand a stenographic 
report of all discussions from which to make a single abstract, giving in 
the best form the pros and cons of the ideas advanced by the various 
speakers as well as the committee’s own views, thus making a con- 
tribution of real value. 

Your retiring President realizes that these suggestions appear a bit 
radical, but believes that either this or similar action will be found 
necessary in the not remote future. Believing this, he would like to see 
this Association demonstrate its courage in pioneering this as it has 
so many other advances in matters pertaining more especially to its 
purely profe-ssional objects. 

By such a trifling innovation the first short step would be taken 
which in the course of time might lead to others more pronounced in 
their results. Tor instance, I think I am well ivithin the truth in 
assuming that most of those in this country from whom radical steps 
in advance may bo expected, as well as the majority of conservatives 
who class themselves as “not the fir.st by whom the new is tried nor 
yet the last to lay the old aside,” will be found in the members of the 
American Surgical Society, the American Gynecological Society and 
our own Association. 

Probably it is chimerical to suggest that an arrangement might be 
entered into sometime in the future, by which these and other similar 
bodies would continue to publish their annual transactions but all 
in one volume and abolish journal publication altogether, knoiving 
that the results of their work Avould gradually filter to the general 
profession through the medium of the organized county and state so- 
cieties and the American Medical Association, but not until unformu- 
lated, unstabilized procedures had been weeded put and nothing but 
well recognized methods remained. Whether in this or some other 
manner it is our duty to do all in our power to hamper the incom- 
petent, to assist the worthy who are striving to become efficient and 
competent, and contribute to the welfare of medicine as a whole by 
removing from public- view such of our professional differences of 
opinion as are inevitable while we are going forward towards that 
goal of perfection which always is unattainable but toward which we 
should nevertheless strive. 

Title Insuraxce Builkikc. 



A CLINICAL CONSIDERATION OP TUMORS OP THE BREAST^ 

By John P. Erdmann, M.D., New York, N. Y. 

'^HE most gratifying statement that can be made by a physician 
A to a patient who consults him about a swelling in the breast is: 
“You have no cancer.” 

In correlating mj'^ material for this paper I have coUected from my 
card index all operations upon the breast except those for mastitis, 
either chronic or suppurative, from Januarj’^ 11, 1905, to and including 
May 10, 1922, about 18 years, and find 468 cases recorded. There 
were also in this series 20 recurrence operations, which were in part 
mine and the remainder patients of others, one of these being oper- 
ated upon four times in the scar and remote areas. Of the operated 
cases 281 were carcinoma, one of the entire number being a well 
advanced bilateral manifestation. There were 120 cystadenomata of 
Avhieh 102 were unilateral and IS bilateral; sarcoma, 1; tuberculosis, 
1; lipoma, 4; aberrant breast, axillar 5 >-, 3, one of which was carci- 
nomatous; adenofibromata, fibrocystadenoma, 27; and peri- and intx’a- 
canalicular fibromata, 31; in all 58 (including intracanalicular cyst- 
adenoma and intracanalicular papilloma, etc.). 

It will be observed that 60 per cent of all the cases selected for 
operation were carcinoma. This number does not represent by far the 
patients seen with cystadenomatous degeneration of such slight de- 
grees as to be considered nonoperative. Neither does the large num- 
ber of cystadenomatous breasts operated upon represent any evidence 
of operative furor in this pathological class, but they were in all 
instances patients with this type of degeneration so far advanced as 
to demand operative relief. Numbers of them had had single cyst 
operations done on various occasions, one in particular asking for 
radical relief after five individual operations by Amrious operators 
had been done, each operation guaranteed as the last of her trouble. 

It has been mj’’ experience to see but one tuberculous tumor and 
one sarcoma in this period of time and one aberrant breast under- 
going malignancy, which finalfy required a re-operation, including 
the formerly normal breast. 

There is but one instance in the carcinomata in Avhieh the second 
breast was invaded. This patient Avas inflicted with the second 
growth so remotely placed from the chain of Ijrmphaties as to lead me 
to consider the tumor of primary origin, equal to that of the first 

*Read at tlie 'Thirty-fiftli Annual IMeeting of the American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons, Albany, N. Y., September 19'21, 1922. 
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breast. There 'was one bilateral carcinomatous involvement almost 
equal in both breasts. The case is so interestmg as to deserve 

recording. 

C. M., foity-seven, single, admitted to liospital, Maxell 17, 1921, disebarged 
Marcb 28, 1921. Presented tumors of the breasts, duration seven months. . 
Family history, negative; no operations, no sickness. Personal history, never 
married; menopause two years ago, some sUght spotting since. Present trouble 
began seven months ago, no pain, no discharge from nipple; no loss in weight. 
Physical examination, negative. Surgical condition: Definite asymmetry of the 
two breasts. The left presents a flattened out and retracted nipple. The 
entire breast is hard and rubber-like in consistency. It moves as a whole on the 
chest. There is a large, hard gland in the axilla, freely movable, hard and 
smooth. Right breast; very hard, especially about the nipple; no retraction of 
the nipple, but the skin retracted in other areas and was very adherent to under- 
lying tissues. There were a few very small hard nodes in the axilla. Operation: 
bilateral Stewart incision; Result; Primary union. Pathologic Report; Bilateral 
scirrhous carcinoma, metastasis to lymph glands. 

Tke pericanalicular and intracanalicular tumors were seen usually 
in the female from 17 to 3'5. The cystopapillomata, of which quite 
a fetv were recorded, were easily diagnosed at the first visit by the 
characteristic discharge from the nipple. In the nonrecorded cases 
of mastitis, I am quite satisfied that two recently operated upon were 
fat necrosis cases of the type described by Burton Lee. In neither of 
these did I remove more than the areas involved. 

As to the question of bilateral involvement being primary or of 
the second breast being invaded through lymphatic conveyance, one 
is unable to decide, but I am rather fixed in my opinion as to the two 
patients specially cited. In the instance of the patient with the im- 
mediate bilateral involvements I am inclined to believe after very 
careful examination and cross-examination that the breasts were 
simultaneously invaded by primary growths, or almost so; at least 
I believe that neither growth was a metastasis from the other. 

In a patient with involvement of the remaining breast four years 
after the first removal, the zone occupied, the discrete type of tumor, 
absence of any infiltrating process from the removed side and the 
absence of evidence by x-ray or any other metastasis, led me to a 
positive conclusion that involvement of the remaining breast was as 
much of a primary growth as the tumor in the removed breast. Un- 
less we can definitely trace the metastatic chain across the breast, 
such instances as the one just cited should be classed as primary 
and not as metastatic. 

In this series of patients but three were in the male, — one a recur- 
rence and two primaries. I have previously reported (Dennis ; Sys- 
tem of Surgery) three male patients with tumors of the breast. ' 
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DIAGNOSIS OP JIALIGNANCY 

The most frequent reason that patients aclYance for suspecting 
malignancy is pain. It is most gratifying to he able to tell these wor- 
ried callers that malignancies of the breast never begin Avith pain; 
that when pain is a symptom of cancer it requires no expert to diag- 
nose the condition, this pain being due to compression involvement of 
the nerve, infiltration, or a large tumoi’, or exposed nerve filaments 
in an ulcerating tumor; that as a rule, malignancy of the breast is 
a single tumor, as compared Avith mxdtijde tumors in cj^stadenoma, 
fibroma, etc., although one occasionally .secs a malignancy present Avith 
a Avell defined multitumor of the cystic variety. Recently I removed a 
carcinomatous breast Avith tAvo distinct nodules, four inches apart. 
The liilateral tumors are most frequently the eystadenomata and 
fibromata. 

Xo better diagnostic ob.icctiA'C CA-idence is hnoAvn than the dimpling 
of the skin Avhen the breast is grasped, as compared Avith the full 
rounded convexity in the noniiiA’olved by malignancy. This dimpling 
sign is obtained very early. By lifting the breast from beloAv, or by 
compressing it betAveen tAVo or more fingers, the dimpling Avill readily 
folloAv, AA'hile in the noninvolvcd breast, the couA-exity Avill remain or 
be exaggerated. This dimpling can also readily be seen either by 
direct or by oblique inspect ion, and liy feeling carefully OA'er the dimple 
one obtains Avith the palpating hand the sense of hardening or tumor. 
In more advanced patients, or in patients Avith a more disseminated 
groAvth, the classical orange peel skin is seen. The eleA'ation of the 
brea.st affected, aboA'e the plane of the other, due to the lifting effect 
of the iiiA’oh'ed tis.sucs, is seen in more adAoanced conditions. 

If one Avere to rely upon retraction of the nipple for a diagnosis, 
operations upon the breast Avould be more common than those for the 
appendix. In a A^ery large proportion of breasts there are single or 
bilateral retracted nipples that are absolutely normal otherAvise. The 
retracted nipple of malignancy is due to the same cause as the dim- 
pling of the skin mentioned aboA-e. EAmrsion of this latter tj’pe of 
retraction is impossible, Avhile in the normallj'' retracted nipple eA’’er- 
sion is quite possible in the great majority. 

Axillary Aclenopailiy. It requires an exceptionally enlarged gland 
to be found on palpation in the majority of patients, or an excep- 
tionally thin subject is essential. 

Metastases are important in their bearing upon the question of 
operatiA'e justifiability. One cannot be too careful in the readily 
palpable tumor in the search for secondaries, of the mediastinum or 
lungs, characterized by a dry cough ; in the bones by pain allied to 
nei’A’e distribution pains, such as facial, intercostal, and in my expe- 
rience, freqAiently in the course of the sciatics, one or both. 
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One of my patients lived 11 years after a very extensive dissection. 
The first evidence of metastasis was hoarseness, increasing slowly m 
intensity. It was not suspected that the hoarseness was in any way 
due to metastasis from the growth removed almost eleven years be- 
fore until x-ray showed a tumor, the shadow of which was the size 

of a tangerine orange and situated at about the arch of the aorta. 

As far as my personal observations go, I cannot encourge the idea 
that metastases occui' in the abdominal viscera in such frequency as 
we are led to believe by various observers. Therefore I am not in- 
clined, in all patients, to practice Handly's resection of the upper 
segment of the rectus fascia, although I frequently do it. 

In addition to the remote sites mentioned, the immediate sites call 
for consideration. Recurrence in the scar can be assigned to too 
small a skin flap removal, implantation by the using of forceps in 
the flap edges that have not been properly cleaned after use in the 
ablated portion, the conveying of cells on the gloves, towels and other 
instruments that have come in contact with the removed area. The 
fact that ceils may be lodged in the lymphatic channels at a remote 
ai’ea must account for those shot-like bodies, seen at a distance from 
the breast involvement, even at times on the back, the scalp, etc.,. 
Occasionally the shot-like masses in the area formerly occupied by 
the breast are cystic formations about a ligature, etc., and will dis- 
appear in time. 

No breast should be removed when the supraclavicular and cervical 
glands are so metastatically enlarged as to be readily palpated, but 
should be subjected to x-ray or radium for a time. This same state- 
ment holds in those patients with massive skin infiltration. I have 
recently had a marvellous disappearance of the skin infiltration in a 
woman of thirty-eight after x-ray application by the more recent high 
voltage machine, although the_ tumor proper maintains its original 
size after six months’ treatment. No breast should be operated upon 
with a promise of cure or a great extension of life in which the 
growth, ulcerated or not, is adherent to the chest wall. This type 
should also be subjected to the ray or radium treatment, exceptions 
being in the in.stances when one can remove the ulcerating tumor and 
cover either by plastic or by grafting processes. 

Neither do I believe that tumors should not be operated upon, but 
instead, treated by x-rasq when they are small. A regrettable inci- 
dent occurred in my practice ]a.st year. A patient with a small 
nodule in the upper inner quadrant was advised bv me to be operated 
unon. However, she had a relative, connected with a large hospital 
winch deals largely wRh malignancies and is well furnished with 
radnim and x-ray appliances. By this overenthusiastie relative the 
patient was given every confidence of cure, and I lost sight of her 
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for six months. Upon her return to me at the end of this period, 
during which, she stated, she had been told that she was cured, the 
growth was still present, decidedly larger, and in addition there was 
distinctlj^ evident adenopathy. Operation was again advised and 
consent at this time given. The growth was carefully examined by 
the pathologist, and no cell cliange.s, due to x-ray “sickening,” were 
recorded by him. 

Recurrences may be exceptionally rapid, and again very slow. The 
explanation for either is not to be obtained from the pathologist. At 
times, he will predict rapid recurrence, as was done in the patient 
with mediastinal gi’owth eleven jmars after the operation. This 
patient was considered by Uvo pathologists to be liable to a rapid 
(six to twelve months) reeiu'rencc, and without x-ray or radium treat- 
ment, lived eleven years before showing a suspicion of a secondary 
tumor. No autopsy was done in this case, so that even with the x-ray 
picture we are still in doubt as to the nature of the growth. The 
youth of a patient, as in cancers at an 5 >- site, tends to produce early 
or rapid recurrence or metastasis. The zone of the tumor, I am led 
to believe, may also be a factor in rapid metastasis. My most rapid 
recurrences under this heading are secondary to tumors in the axil- 
iar.y border of the breast, and also in the fat type of patient more 
frequentlj'- than in the lean. 

The question of doubt in diagnosis is settled in the majority of 
instances by an immediate pathologic examination of a frozen sec- 
tion. I do not believe that a wide resection of a groAvth for imme- 
diate analysis endangers the patient at all. I cannot make the same 
statement for those patients in 'whom the specimen is removed days 
or weeks before the breast is removed. The clinical picture on gross 
section of these questionable growths is as a rule so clear that the 
experienced operator in the majority, of instances does not require 
the microscope except as a confirmatory means. 

X-ray or radium as a preliminary to operation is in my opinion 
at the present time a “follow the leader game” that will require some 
years to satisfj^ us definitely as to its practicability. Use of these 
agents subsequent to operation is today largely enhanced bj’' the ad- 
vertisements they have received in the public press and by the friends 
of the patient. I must say that my cases longest free from metastasis 
were not treated with x-ray, as at that time x-ray and radium were 
not in their present-day development. 

To be effective in the prolonging of life or making a cure, at pres- 
ent the most painstaking and extensive dissections are neeessary. 

I am unfortunate in this discussion in being unable to bring before 
you statistically my recurrences as to site and time as but forty-three 
replies Avere received to 150 questionnaires sent; neither am I going 
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to entertain the question of pathology. The most radical operatic 
consists in the complete resection of the pectoral mhscles, cleaning 
out the axilla of glands and fat, and extending the excision at times 
to the supraclavicular space. I have not practiced the remova o 
the pectoralis minor, except when unable to freely approach the ves- 
sels and nerves of the axillary and subclavicular zone. No functional 
disturhanee follows the removal of both pectorals, therefore no hes- 
itancy in removing them should exist. 

The questions to be considered in a breast amputation must be: Is 
it Justifiable from the standpoint of recurrence or metastasis? Is 
the mortality chance sufficiently low? Will the function of the 
arm after operation be preserved? The answers to the two preceding 
questions are self-evident, as a rule. 

The arm function should never be involved. Free motions are always 
possible when orders for motion are properly carried out, in jirac- 
ticall}’’ every incision devised. The greatest impairment of motion 
may arise in the Willy-Meyer-Halsted incision of years ago, 
Avhere the axillary edge of the pectoralis major is followed. This 
line of incision when healed has to be stretched when abduction is 
instituted and therefore in the nervous, hypersensitive, etc., limita- 
tion may be the result. If on the other hand the modified incision be 
used in which the incision slopes gently over the deltoid with con- 
vexity upwards, when the arm is abducted the positions of origin and 
termination of this type of incision are brought nearer together. The 
Stewart incision has been used in over 75 of my patients since 1916, 
with no great difficulty in exposure and no great obstruction to 
motion after the first few weeks, although many patients complain 
that the upAvard (abduction) movement drags on the chest AAmll sear 
in the early Aveeks folloAving operation. The advantage of this inci- 
sion is purely cosmetic and should be used in selected cases only. 

The mortality in my carcinoma cases Avas one, and this death Avas 
partlj’’ attributable in all probability to a siege of streptococcus 
hemolyticus infections that Ave had in the hospital at that time, also 
due to a second operation being done within eight or nine days later. 
This patient refused anjdhing but a removal of the suspicious groAvth 
and demanded Avaiting for eight or nine days after being told that 
the pathologic report Avas carcinoma. On operating radically, the 
area from Avhieh the tumor Avas removed Avas found filled with clot 
and the surrounding tissues ecchymotie. A complete remoAml Avas 
done, a rapid rise in temperature to 103° in two days, purulent 
metastasis was observed all over the body, Joints, cellular tissue, etc 
AA-ith death resulting in ten days. Culture returns from the pus at the 
various sites was always that of streptococcus hemolyticus. 

It IS rather pleasing to record relatively few chest complications 
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in SO large an area of exposure to trauma and infection in tlie respira- 
tory area. 

Cystadenoma, single cyst, or the blue dome cyst of Blooclgood, 
ej'stofibroma, multiple cj'st, intracanalicular, pericanalicular, or 
adenofibroma are as a rule all I'eadilj* diagnosticated. 

In the eystadenomata and multie 3 '.stic breasts one feels a single or 
manj' small nodules. Veiy often careful massage from the peripheiy 
to center ■will cause to be extruded from this nipple a fluid -^miying 
in color and eonsistenej' from ivateiy to pale straw to purulent or 
milkj’- or even blood}' or chocolate brown appearance. In all but the 
blood^y or chocolate colored fluids one can safel.v sa}' that he is deal- 
ing with a benign condition. This tvpe of gi'owtli is also prone to be 
bilateral and among its manj^ names, the term “old maid’s breast” 
is frequenUv applied. "When the discharge is bloodj’- or chocolate 
colored the diagnosis is usualh* that of intracanalicular pai^illoma or 
a papillomatous c.vstadenoma. Again this type of discharge ma 3 >- he 
due to bleeding from a nonpapillomatous c.vst with a malignant 
growth in the wall of the c.vst. In the latter instance the precautions 
taken in a definite malignane.v had better be observed. B.v careful 
palpation one is often able to outline a tumor in the area circum- 
scribed b-^^ the outer margin of the areola and usuall}" close to the 
nipple. On section of this tumor the ej'e frequentl}' sees the cocks- 
comb-like papillomatous grondh ; these usuall.v grow from the inner 
wall of one of the larger ducts. The question of these papillomata 
being malignant is disputed b.v man.v. I believe that a papilloma of 
the breast is as dangerous as a papilloma of the bladder or rectum, 
etc., and that therefore radical removal is in order, — at least the 
removal of the breast is demanded. 

In an ai’ticle {The American Journal of Sxirgcry, January, 1912) I 
called attention to this t.vpe of tumor, recording a series of seventeen 
patients and several illustrations taken from the removed breast, 
presenting very typical papillomatous growths and cited the work of 
A. A. Sti’asser, Arlington, New Jersey, who credits Bowell.v (St. 
Bartholomew’s Hosijital Reports, 1888) with being the first to use 
the term duct papilloma, etc. I further stated that the question of 
malignanc}' in the earlv stages can be answered in the negative, hut 
that they do become malignant, as evidence, Greenough and Simmons 
report 14 per cent in the pedicles and Bloodgood at that time claimed 
50 per cent in the cases observed at Johns Hopkins. jM.v conclusion 
in this quoted article was that in .small growths, excision of the 
jrrowtli suffices, — while in larger growths amputation of the breast 
is imperative. I shall modify this now by saying that I feel that all 
papillomatous breasts should be amputated. 

Canalicular Fibroma, Intra- and Fcri -. — In one instance a veiy large 



123 


ERDMANN : TUMORS OP THE BREAST 


growth, mcluding the left breast, Aveighing five pounds, Avas removed, 
the elinieal diagnosis of Avhich Avas sarcoma, the pathologic an intra- 
canalicular fibroma Aidth no gland invasion. Complete removal Avas 
done. Six months later the patient coughed up a piece of tissue. 
Pathologic diagnosis Avas sarcoma. At about the same time the en- 
tire cutaneous area Avas involved AA'itli grOAVths from the size of a 
Preiich pea to a hazelnut. These Avere suiisequently pronounced sar- 
coma. The inference is, either that the slides Avere Avrongly read by 
the first pathologist, or that the original canalicular groAvth depn- 
erated into a sarcoma at some point that escaped the pathologist’s 


attention. 

As previously stated my list of operations for cystic breasts does 
not represent an operative furor— these operations Avere done for 
demand reasons, persistent soiling of the linen by leahage, rapid 
groAvths, reoperatiA'C disappointment, and fear of more operations on 
the part of several Avho had from tivo to five removals done Avith 
palpable recurrences, rather iicav groAvths or young cysts enlarged. 

In those patients in Avhom Ave intended removing a single cyst, but 
Avhose breast tissue Ave find studded Avith numerous cysts, in size just 
visible to that of a French pea or larger, I for a time did a subcuta- 
neous resection, leaving the nipple, then for a period I removed 
breast tissue and the nipple, AA'hile uoav, after explaining the tAvo 
methods, I folloAv the patient’s Avisli of leaiung tlie nipple or 
remoA’ing it. 

These patients do not have the feeling of mutilation, as expressed 
by Bloodgood, and more recently by Peck. I feel that if they are 
to liave the operation created in their minds many times h3'- propa- 
gandists and annual cancer Aveeks, ncAAAspaper notoriety, etc., a placid 
mentality due to a complete operation is far better than a diseased 
mentality Avith a le.ss radical operation, not only for the tumor- 
hearing individual, but also for each of her relatives and friends. 

Wl\ile cancer Aveek notoriety and propagandism is desirable, ncAmr- 
theless I have foAuid from my office experience that a great deal of 
unnecessary mental suffering is created during these periods. 

In the single groAvth, the blue-dome cyst of Bloodgood, the discrete 
fiI)roma and the canalicular groAA'th, the operation of removal resolves 
itself into a resection of the area Avell outside the tumor, Avith proper 
suture repair. 


In conclusion I should like to emphasize the belief on my part that 
a groAvth in the remaining breast is as likely to be of primary orio-in 
as that in the breast first removed. 

Further, that at the present day Ave are unable to state Avhat the 
mduenee of x-ray and radium i.s, either as a preoperative or post- 
opciatne aid. But in vicav of many apparent reductions in size, etc.. 
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previous to operation in eases considered nonoperable, tlie use of 
x-ray and radium should be encouraged. Even in view of some of 
the glowing reports at present regarding nonrecurrence, postoperative 
treatment should he substituted for preoperative, until some definite 
proof of its help or ineflficienc}’^ has been established, since too few 
years have passed in my opinion for positive results to be shown. 

Further, that in the presence of late metastases the powerful cur- 
rents of the present daj’ should be given a thorough test to prove or 
disprove the efficiency of this method of treatment. 

That the most thorough and painstaking wide removal, with remote 
glandular and fascial dissections \vill tend more and more to increase 
our percentage of cures and extension of life. That the radical opera- 
tion is attended with so low a mortality as to promote a greater 
desire on the part of consulting physician to demand operation. 

60 West Fiftt-second Street. (For discussion see yage 1S8.) 


THE CERVIX A FOCAL POINT OF INFECTION* 

(With a Unique Case in Illustration) 

By Gr. K. Dickinson, M.D., P.A.C.S., Jersey City, N. J. 

A BERNETHY, that oinginal surgeon of a century ago, was chided 
because, in a lecture before the Royal College of Surgeons, he 
chose as his topic, “The Greasy Poultice.” Perhaps the selection of 
a trhdal subject like the above may invite criticism, but it is hoped 
some points which have been neglected may be brought out for illu- 
mination. 

Previous to Emmet’s time, little note was given to the cervix and 
its pathology, but his masterly work drew attention to cervical lac- 
erations, created for a while some scientific interest, and led to de- 
ductions at least of temporary value. 

The profession having had its mind so largely on the major pathol- 
ogy of the pelvis, the comparatively insignificant lesions of the cervix 
have been neglected. This organ has been -termed the neck of the 
womb. By some it has been considered a buffer; bj’’ those of mechan- 
ical mind, a part of the leverage system of the uterus; by others, but 
a passageway for the flux and the sperm. 

The cervix is developed from the second part of Muller’s duet, in- 
dependently of the bodj* formed in the first part. Later the turn are 
joined, the juncture, the internal os, being a physiologic barrier to 
invading germs. Histologically, it is more largely composed of cir- 

•Read at the Thirty«fifth Annual jMeetingr of the American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons, Albany, N. Y., September 19-21, 1922, 
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eular muscular fibers and lined by a mucosa, containing funicular 
glands and ramifications. These glands secrete mucus. Thus we see 
that the cervix is an independent organ, embryologically, histolog- 
ically and physiologically independent of, hut correlated with, the 
uterine body. 

The lymphatics of the mucosa. begin as open spaces around the 
gland cells, which open into the lymph channels, some to pass directly 
to the parametrium and others connect with those in the body of the 
uterus, giving free passage of their content, normal or pathologic, 
not only directly to the region of the adnexa, but to the tissues of the 
corpus. 

Whether through traumatism, or possibly through the blood stream, 
the cervical mucosa may become infected and inflamed. Various 
microorganisms have been , discovered : colon . bacilli, streptococci, 
staphylococci, and gonococci. The relation of the cervix varies with 
the type of germ. The streptococci and staphylococci generally pro- 
duce acute conditions. In the majority of instances, their life is short. 
It is said that the chronic type of endocervieitis is seldom the result 
of their invasion. Perhaps a local immunity has been acquired to 
them from long association. The cervix does not seem able to immun- 
ize the gonococcus, a germ of communal life and of more recent intro- 
duction. It will remain in the follicles, saprophytic, for an indefinite 
time. Its tendency is to bring out fibrin, inducing a more chronic type 
of inflammation with hyperplasia and thichening. 

Germs and toxins are disseminated through the lymph stream, gen- 
erally bilaterally. Incident to the lymphatics that pass through the 
body of the uterus, a hyperplasia is induced, fibrous metritis, so- 
called, with resultant phenomena 'and symptoms, namely, hemor- 
rhages, dysmenorrhea and sterility. The lymph channels which carry 
towards the adnexa may determine parametritis and infections of 
the fallopian tube and even the ovary. 

The symptoms of endocervieitis, per se, are difficult to determine 
because of commonly associated and complicating pathology. We 
can recollect, however, in the days when trachelorrhaphy was so com- 
monly done, before the major pathology of the pelvis had been recog- 
nized and exploited, that those who had a simple repair, thereby a 
reduction in the amount of infected mucosa, obtained considerable 
relief from disturbing symptoms. There was a lessening of backache, 
the uterus would diminish in size, thus giving relief from drag. Men- 
strual irregularities would be bettered. Perhaps, to a certain extent 
our enthusiasm was taken up by the patient with a psychologic effect’ 

The operation recently exploited by Stnrmdorf and others'" whereby 
the nmcosa alone is dissected out, provides a svay oi determinmn 
move exactly the relation of endoeervicitis to the symptomatology of 
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tlie jiatient and a better guide for estimating the value and necessity 
of siieh ojieration from a clinical standpoint. 

To Roscnow, also, are we obligated, for the cervix uteri has been 
compared to the tonsil, perhaps with good reason. The tonsil con- 
tains lymphatic tissue. It is in a position to stand the brunt of a 
larger number of microbes, as well as changes in atmosphei'ie condi- 
tions; nevertheless, the mucosa of the cervix, even though relatively 
secluded, in its crypts and its comparatively sluggish circulation, 
possesses the possibility of harboring .such germs as may reach it. 

Germs developed in regions highly vascular, of plentiful oxygen 
supply, are prone to produce active processes when disseminated 
through the body. They are inclined to locate only in organs well 
supplied with blood, which would permit of active pathology. Germs 
which have developed in organs less vascular, where the oxygen is 
not abundantly supplied, when dis.scminated incline towards tissues 
poorly supplied. Hence, the gei-ms which leave the cervix do not 
give active lesions in important organs, but find their contentment 
principally in the faseias with vague symptoms. 

Those who have made an intensive study of their patients for focal 
infection, Avho have removed teeth, tonsils, appendix, gall bladder and 
colon, have occasionally given relief by attention to the cervix. We 
have in mind, one ease Avhich Avill demonstrate Avith emphasis the 
occasional importance of this organ in the mighty problems of the 
body: 

Mrs. C. n,, para ii. Five feet in lieigJit, normal weight one Iiundred twenty-iive 
pounds. Quick mentality, doing her work Avcll. Thyroid not easily palpable; laryn- 
geal rings rather prominent. Skin inclined to dryness. In March, 1912, developed 
an urticaria. Just before each exacerbation she liad an indefinite earache, left side. 
Shortly, anorexia supervened. Not only was there loss of appetite, but food was 
distasteful. Then insomnia. She was referred to a competent ear specialist who 
found no defects. For six weeks she was under the care of a leading dermatologist 
who recommended the mountains, without relief. During the writer’s absence in 
A’ienna for the summer months, she advised with an internist, who diagnosed stomach 
trouble. Then an abdominal surgeon, who treated her for intestinal fermentation. 
Next to an obstetrician, who said she was in the change of life. From him she went 
to a neurologist, who told her it was nerves. 

On the writer’s return, September 1, she was referred again to one of the lead- 
ing skin specialists in New York, who put her on a diet of sour milk. By x-ray he 
found a ptosis of the stomach and advised operation, although he could promise no 
cure. This she declined, and then consulted a leading internist who called it a type 
of rheumatism. Next to another dermatologist who gave her salves and put her on 
a milk diet. 

By this time she was a pitiful specimen, having fallen from her normal weight 
to ninety-eight pounds, markedly emaciated, extremely nervous from constant itch- 
ing, loss of sleep and abstinence from nutritious food. It did not seem as if any- 
thing would be of avail, and, like a severe neuritis, time would wear her out and 
prove fatal from exhaustion and starvation. 
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This brings its around to May, 1913, when she reported suppression of menses for 
two months, with distress in the uterus. Eeeling that at least she could be relieved 
of -this, we had her come to the office and with a sharp caret the mucosa of the 
cervix was thorouglily scraped, hoping thereby to induce a flow. This was successful, 
flow coming on and lasting five days. But the unexpected occurred. Pour hours 
after the curettage, her earache started and she then had the most severe attack of 
itching and wheals she had ever experienced. For twenty-four hours it raged, then 
subsided and the third day had entirely disappeared. That was on May 16. Until 
May 28, she was entirely free from her distress, there was no itching, hunger re- 
turned, she ate freely and contentedly, insomnia disappeared, and her body filled 
out. On May 28, she was again seized with the hives, preceded by pain in the ear. 
Empirically, we again curetted thoroughly. An exacerbation followed the curettage, 
but within twelve hours it had all disappeared. She could sleep and had no trouble 
whatever until December 20, 1913, when she went over her regular time a few days. 
The itching recurred mildly. Curettage completed the cure. 

To IIS this is a veiy evident case of focal infection. Not thinking 
there ivas any relation between her cervix and her miserable condition, 
no particular study was made of the. endometrium. The cervix was 
not hyperplastic, she had no laceration, the mucosa was not exubei’- 
ant, nor of abnormal appearance; in short, there was no endocervicitis 
as ordinarily recognized. The stirring up of a local condition by the 
curettage led to an active absorption and exacerbation of symptoms. 

Ncsttine.— The cervix is a definite organ with a distinctive function. 
As a portal to the endometrium it allows passage of Nature's fluids. 
It also picks up and carries into the recesses of the mucosa bacteria, 
where they are either destroyed or become saprophytes. 

Harbored microlies may inflame the cervix and through the lymph 
stream cause more or less regional reaction, or, by the blood stream 
a varied expression. 

The cervix may act as a focal point for infections. 

280 Montgomery Street. 

{For discussion see page 191.) 



EADIUM IN THE TBEATMENT OP UTERINE HEMORRHAGE 
OP NONMALIGNANT TYPE'’ 

By Edward A. Weiss, M.D., P.A.C.S., Pittsburgh, Pa. 

(From the Gynecological Department, Mercy Eospital) 

TpOR sevcTal j-cars tRere existed considerable skepticism in tbe 
minds of many as to tbe permanent value of radium in tbe treat- 
ment of uterine bleeding. Tbe careful studies of Jolm G. Clark, 
Bailey, Stacy and others have established beyond any reasonable 
doubt tbe efficaej^ of radium in tbe treatment of certain types of pro- 
fuse bleeding of nonmalignant origin. Tbe brilliant results obtained 
in some cases having been so pronounced, it is not surprising that tbe 
procedure would be abused bj’’ inexperienced persons using radium 
when not indicated, with tbe result that unfavorable reports have 
frequentty been published. 

With tbe broad experience of physicians and gynecologists of note 
to guide us, there should be no question as to the real merit of radium, 
and failure to appreciate it as a valuable therapeutic agent can be 
attributed to either prejudice or lack of experience. It is a fair 
assertion to make that no gynecologist is justified in withholding his 
willingness to consider the employment of radium in the treatment of 
selected cases of uterine bleeding. At the same time we do not sub- 
scribe to the statement that radium has supplanted surgeiy in the 
treatment of fibroids as in all probability there will still remain a 
large percentage of tumors requiring operation. 

So convincing and complete are the reports of Clark and Norris 
in a recent analysis of their radium work that further comments 
would seem unnecessary, and while Amry little can be added to their 
conclusions, the i-eports from other clinics should be added to our 
gynecologic literature. A most careful and honest folloAV-up of the 
Avork from Amrious gynecologic clinics should be tabulated for a long 
period of time in order to establish the status of radium and in a meas- 
ure standardize the treatment. Our series of eases analyzed in this 
paper bear out to a large extent the obseiwations of others. The re- 
sults obtained Avere sometimes surprising and accomplished with avou- 
derful ease as compared Avith operation, yet a critical attitude should 
be maintained and enthusiasm and optimism should not Avean us from 
the AAmll established operatwe treatment so successfully practiced for 
many years. 

A series of one hundred cases in AAdiich bleeding Avas the only or 

•Read at the Thirty-fifth Annual Meeting of the American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons, Albany, N. Y., September 19-21, 1922. 
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chief symptoiu, were selected for this study. It does not include our 
early cases when the technic "was not definitely established and when 
mistakes in the selection of cases occurred, nor does it include cases 
treated during the past six months as not sufficient time has elapsed 
to tabulate these end results. In this group were eighty-three cases 
of submucous or interstitial myoma, four of adolescent bleeding with 
no pathologic findings and thirteen of functional menorrhagia or myo- 
pathic bleeding. Curettement as a diagnostic measure to exclude ma- 
lignancy ivas performed and a careful selection of eases for radium 
treatment was made in every instance. When any doubt existed, 
operation was resorted to rather than radiation. With the exclusion 
of such doubtful eases, it follows that very few untoward or unsuc- 
cessful results -svere obtained. A rigid standard of indications and 
contraindications must be adhered to in order to obtain uniform re- 
sults. The technic in every ease was practically the same. The pa- 
tient entered the hospital twenty-four hours before treatment, during 
which time the same careful physical examination was made and all 
routine urine, hlood and Wassermann tests ivere completed, and the 
usual preoperative preparations likewise followed out. As the cervix 
is usually soft and patulous in these patients, due to the existing or 
previous bleeding, it is easily dilated, in which case an anesthetic is 
generallj’- not necessary. In very nervous individuals the administra- 
tion of morphia one-half hour before treatment was often sufficient, 
but in the presence of a rigid hymen or firm cervix, gas-oxygen was 
given. The depth of the uterine cavity, the size, mobility and con- 
sistency of the fundus was noted, a careful palpation of the adnexa 
made, a formal curettement was done and the curettings preserved 
for microscopical study. Radium needles of appropriate dosage, usu- 
ally fifty mg., are screened in 2 mm. brass capsule and rubber tubing. 
Firm gauze Amginal packing to maintain the screened radium in the 
uterus is essential. In the average case the patient was kept in bed 
two or three days, but those more debilitated by long continued 
bleeding remained in the hospital longer in order to build up the 
general condition. 


Eighty-three cases of the study were bleeding myoma. In selecting 
myoma cases for treatment, only those that were not larger than a 
three months’ gestation were included. Intraligamentary or degen- 
erating tumors were not considered suitable for radium. In spite of 
some favorable reports from other clinies, peduneulated’ tumors were 
also excluded in this series, likewise those suggesting degenerative 
changes were reserved for operation. Any evidence of . inflammatory 
changes in the adnexa, either acute or chronic, contraindicated radia- 
tion. It has been repeatedly pointed out that chronic or latent ad 
nexal inflammations are frequently excited to fresh reaction foUowin- 
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radium treatment. In onr earlier .series, two such instances were 
encountered with the result that a protracted convalescence ensued, 
after vdiicli radical operation was necessary. Six instances of rather 
large submucous tumors in uteri containing interstitial nodules were 
encountered. These projecting tumors were removed either 1 ) 3 ^ tor- 
sion or removed through a split cervix. In these eases the bleeding 
ivould in all probabilit}^ have been arrested b}’- operation alone, but 
radium -was used not only to reduee the large, flabb}* uterus but to 
have an inhibiting effect on the remaining nodules. Curettings from 
one case showed an unrecognized carcinoma of the fundus. Eadiuin 
had been introduced at the same time as pol3"poid endometritis had 
been diagnosed from the gross appearance. As we believe that fundal 
carcinoma is best treated b3’' h3’stei’cctom3', radical operation was ad- 
vised but this was refused b3'' the patient. Repeated examinations 
have shown no recurrence of the bleeding after two and one-half 
years and it is fair to assume that the disease was arrested. 

The most spectacular results were obtained in eight cases in which 
the blood picture was that of a severe secondaiy anemia due to bleed- 
ing myomata. Three of these eases presented a hemoglobin below 
thirty-five with accompan3’ing low general ph3"sical picture contra- 
indicating opei'ation. Before the advent of radium in our therapy, 
such eases would of necessity require blood transfusion and much 
preoperative attention. With radium, the arrest of the bleeding was 
prompt with a rapid improvement of the patients’ general condition. 
Two cases of this group of eight had a return of the bleeding within 
a year. The tumor had not decreased greatly in size but the con- 
dition of the patient urns so good that h3"sterectom3’‘ was easily and 
safely performed. 

In addition to the two cases mentioned, one other required opera- 
tion, not on account of recurrent bleeding but for relief of persistent 
and aggravated pelvic pain, associated vdtli occasional temperature. 
Operation disclosed an unrecognized secondaiy p3’-ometrium due to 
unusual contraction and stenosis of the cervix following the radium. 
This is the onl3’’ instance of its kind encountered. Some authorities 
believe that radium exerts its influence largel3'^ on the endometrium as 
■well as on the ovaries. The mucous membrane of the uteims is de- 
stro3'^ed by the direct effect of the secondaiy beta rays and while 
microscopical examinations of the endometi’ium in uteri removed after 
radium application have shown no definite necrotic changes, yet it is 
reasonable that such should occur. In discussing the aetion of radium 
on the uterus, Schmitz states that part of the endometrium receives 
an erythema or a first degree burn, another part a second degree burn 
and the portion in the immediate surroundings of the radium a third 
degree burn. Imperfect drainage through the cervical canal would 
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favor retention of the debris, and so favor the formation of pj onie- 
tra. Since the occurrence of this complication in our series, it is 
the rule to explore the cervical canal to test its size and pathological 
state in all cases developing symptoms such as temperature or soft- 
ening of the fundus after radiation. 

Great care was exercised in using radium in women under thirty- 
five and wheneAmr it was used, only minimum dos3,ge was given. It 
is generally admitted that in women in the ehild-bearing age, myo- 
mectomy is the better method of treatment as it is not infrequent 
that even a moderate dose of radium produces menopause. In treat- 
ing women who can and should have children, the ehild-bearing 
function of the uterus should be preserved. In this connection we 
venture to condemn in unmeasured terms, the unscrupulous and 
unprofessional employment of radium as a direct means to prevent 
conception by producing a premature menopause especially when no 
pathology is present. 

The unexplained uterine bleeding in adolescence and jmung women 
has often taxed the skill of gjaiecologists, and its unsuccessful treat- 
ment has resulted in many deaths. Numerous explanations have been 
offered for this peculiar type of bleeding and while hyperfunction of 
the ovary has been generally accepted as a causative factor’, yet the 
various remedies as glandular extracts, serums, styptic and curette- 
ments fail to arrest the bleeding. In the past, hysterectomy has often 
been resorted to in order to save the young woman’s life, but the 
unfortunate sexless life of the individual resulting, is sometimes worse 
than death. ‘With the advent of radium, an almost specific has been 
obtained, and while radium is more applicable in rvomen at or near 
the menopause on account of the large dosage employed, yet with 
care and judgment, the excessive bleeding of the pubescent girl can 
be reduced and regulated. In our series four instances of profuse and 
almost uncontrollable bleeding were encountered. In one case the 
patient, a fourteen year old schoolgirl, rvith excellent physique and 
negative history, had three normal menstrual periods after which the 
flow became excessive and prolonged. Best in bed, forced feeding, 
animal serum, various medications and uterine packing had little or 
no effect. The blood picture became so alarming that even hyster- 
ectomy could not be attempted. The insertion of 25 mg. radium 
screened in the uterus for eight hours arrested the bleeding and pro- 
duced an amenorrhea for six months, after which the last two peri- 
ods have been somewhat more profuse but the general condition and 
blood picture are practically normal. 


A young woman of twenty-eight (a ease of hemophilia) who bled 
excessively had been previously transfused. With a return of the 
Rterme bleeding, radium was proposed and aS she refused to submit 
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to the production of menopause, a minimum dose of 150 mg. hours was 
given. Great improvement was noted for six months with practically 
normal menstruation. After two rather free bleedings a second dose 
of 150 mg. hours resulted in a return to normal. A third case less 
severe in type required three doses of 25 mg. each for six hours be- 
fore the menses became noi*mal. It seems more conservative to resort 
to repeated small doses in young "women rather than employ a single 
large dose. In other words a dosage of- 1200 mg. hours can safely he 
used once in a woman after fortj* with pronounced result, yet in a 
young woman, 200 mg. hours used once or even three times if neces- 
saiy "would be efficient, and yet not necessarilj’" rob her of the pos- 
sibility of motherhood. Pregnaue 3 ’" has not occurred in any of the 
cases treated, yet with normal menstrual function, such possibilities 
are veiy favorable. Clark, Staeej’" and others have reported several 
instances of pregnancy following radium in minimum dosage, so that 
it is most important to keep such possibilities in mind when treat- 
ing women in the child-bearing age. 

The action of radium in controlling bleeding in mj’oma and myo- 
pathic conditions is an interesting study. Sevei’al explanations have 
been offered. Bailey believes it exerts its influence in three ways: 

(1) by action on the ovaries causing a destruction of the primary fol- 
licles. This would lead to a failui'e of ovulation and a consequent 
cessation of menstruation and would possibly' lead to a retrogression 
of the groAvth similar to that which often follows the menopause. 

(2) Bj’" the destruction of the mucous membrane of the uterus through 
the direct effect of the primaiy and secondaiy beta rays. (3) B.y 
the effect of the gamma raj-s on the blood vessels leading to an occlu- 
sion or partial occlusion of their lumen. 

Bleeding at the menopause in the absence of carcinoma, fibroid or 
other pathologic condition not infrequently gives rise to much con- 
cern both to the patient and physician and while this idiopathic bleed- 
ing rarely assumes serious proportions, yet the fear of possible malig- 
nancj’" is such that prompt relief is frequentlj’" demanded by the patient. 
In four of this series, the menorrhagia and metrorrhagia were pro- 
nounced. Gross pelvic pathology as Avell as cardio-vascular disease 
were eliminated as causes. The ages of the patients were forty-six, 
forty-nine, fifty-two and fifty-three respectively. Fiftj’" mg. radium 
for twenty-four hours produced a complete cessation in every case. 
Curettings showed no hj'perplasia or malignant changes so that ath- 
eroma of the uterine vessels was doubtless the underlying cause of 
the bleeding. The results obtained in this type of menorrhagia fre- 
quently classified as hj'perplasia, fibrosis, uterine insufficiency or 
chronic metritis are so satisfactory that no surgeon is justified in 
resorting to radical hj'sterectomy to obtain a cure. It is eertainlj' 
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not acting for the patient’s best interests if he does not employ radium 
if procnrahle. 

Not included in this series were four cases of fibroid bleeding that 
had been treated in other clinics without relief. Analysis of the his- 
tory showed that very severe localized peritonitis followed the radium 
introduction and it was quite evident that a pre-existing adnexal dis- 
ease was renewed by the radium treatment. This experience demon- 
strated very forcibly that a careful diagnosis and study not only of 
the tumor but existing complications is most essential. It is true, 
therefore, that the gynecologist and not the internist or roentgen- 
ologist should employ radium in the ti'eatment of pelvic conditions, 
as the success or failure of its application depends primarily upon a 
correct and complete diagnosis. 

In all cases receiving full dosage in this series, forty were relieved 
at once without return of the bleeding. Thirty-five menstruated once, 
fifteen menstruated three to five times, ten received two treatments. 
The iiTegular bleeding for the first ten days after treatment is not to 
be attributed to the radium but rather to the effect of the curettement, 
if not due to the disturbance of the ovarian hormone. It has been 
noted that a larger percentage had leucorrhea in varying amounts 
for the first two to five months. Frequently it has been very annoy- 
ing and irritating, but generally is best relieved by douches of bicar- 
bonate of soda. Probably the most annoying sequelae in our series 
has been nausea and vomiting while the radium is in situ. In many 
instances, it was attributed to the preliminary doses of morphia in 
those patients who were not anesthetized. However, the nausea was 
present in eighteen cases who received neither morphia nor gas, so 
that we have designated it “radium sickness” for want of a more 
definite explanation. 

The decrease in the size of the uterus was generally not manifest 
before the tenth week after which the shrinkage became more pro- 
nounced. As a general thing, the menopause symptoms were more 
acute following radium than occurs normally but in most instances 
the administration of ovarian residue or corpus luteum helped to 
reduce the severity of the s.ymptoms. The possibility of producing 
the menopause even with minimum dosage should be explained to the 
patient, especially younger women. In one instance the use of fifty 
mg. for six hours in a patient thirty-two years old produced a perma- 
nent amenorrhea with unusually severe menopause disturbance. The 
mental depression and disappointment was so acute that a serious 
nervous collapse followed, from which .she is very slowly reaetin" but 
the sexual fune«on is completely inhibited. The splendid results 
following radiation of fibroid tumors has unfortunately resulted in 
such a degree of optimism in some quarters that it is used in almost 
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ever}' type of uterine tumor. This is most unfortunate as its indis- 
criminate use Avill often result in failure or aggravation of existing 
l?athology. Only in exceptional circumstances as in the presence of 
serious heart or kidney lesion or grave constitutional disturbance 
■when an operation would he exti’emely dangerous, is a deviation from 
the well established indications justifiable. The employment of ra- 
dium to reduce a tumor larger than a three months’ gestation is fraught 
with a certain degree of danger, neither should it be used in a tumor 
causing pressure and whose struetiire is purely fibroid or a dense 
hyaline or calcareous structure. It is granted that shrinkage of such 
tumors sometimes occurs, but with our present loiowledge of distinct 
indication and contraindications the careless use of radium is not justi- 
fied. Neither do we countenance its indisex'iminate use to control uter- 
ine bleeding that is secondary to pyosalpinx or other adnexal disease. 
To clearly define our position therefore it may be stated that in our 
work the most satisfactory results were obtained in the tx’eatment of 
one symptoixi only, namely hemoiwhage, and we feel positive that ra- 
dium used with care and clear discrimination has undoubted merit, 
acting alnxost as a specific and possessing the additional advantage of 
having almost negligible objections. 

CONCLUSIONS 

In the treatixient of beixign henion’hage from the uterus the follow- 
iixg observations are to be considered: 

1. Radium should be used only in selected cases such as (a) myo- 
pathic bleeding of adolescence that does not respond to xisual medical 
and hygienic measures; (b) myomata with bleeding as a symptom 
that are of small or moderate size axid uncomplicated b}’’ adnexal dis- 
ease; (c) menori’hagia of menopause. 

2. The dosage depends upon (a) the age of the patient; (b) upon 
whether the fuxxction of child bearing is to be preserved or sacrificed. 

3. Myomectomy in young woxnen, and hysterectomy when the tu- 
mor is large or complicated should be done rather thaix treatment with 
radium. 

4. Complications and unfavorable results are to be avoided only 
by a careful disci’iminating diffei’ential diagnosis. 

5. All cases ti’eated by radium should be carefully followed up for 
several years. 

714 Jenkins Arc^vde Builtiing. 



THE PRESENT STATUS OP SmOERY IN THE TREATMENT 
OF FIBROMYOMATA UTERF' 

By Stephen E. Tracy, M.D., P.A.C.S., Philadelphia, Pa. 


T he status of any method of treatment is determined by the end 
results. The technic of myomectomy and of hysteromyomeetomy 
has been so carefully and thoroughly worked out and the results both 
primary and secondary have been so uniformly satisfactory that we 
can scarcely hope for much improvement. 

Other forms of treatment to secure recognition must be simpler in 
application, more conservative, or yield better results; if not in all 
eases, then in a certain type of case. 

In the last five years much has been written on the treatment of 
these neoplasms hj'- radiotherapy and especially by radium. Some 
authors make the claim that 60 per cent or even a higher percentage 
of these cases, as the surgeon sees them, can be successfully treated 
with radium. 

In order to determine whether these sweeping statements are 
founded on facts, it will be necessary to consider the pathology of 
these tumors and of the neighboring structures and then to compare 
the results. 

This discussion is limited to those neoplasms which produce symp- 
toms and require treatment. The sjunptomless tumor requires no treat- 
ment, hut should remain under observation. 

It is a well-known fact that 30 per cent of patients with fibromyo- 
mata uteri, as the surgeon sees them, have either a degeneration of 
the tumor or a malignancy of the pelvic organs. The degenerations 
in the tumor are nearly twice as frequent in patients who are past 
• the age of forty yeai’s and 90 per cent of the malignancies occur in 
women who are over this age. . The vast majority of the malignancies 
in the uterus which contain fibromyomata, are found in the corpus and 
not in the cervix ; just the reverse of what is found in women who do 
not have fibromyomata. This situation would seem to indicate that 
the fibromyomata by some method or means predispose or cause a 
malignanej' to develop in the corpus. 

The percentage of degenerations in the tumor and of the malignan- 
cies in the pelvic organs which are found will depend to some extent 
on the care with wliieh the specimens are studied histologically. 
Lesions of the abdominopelvie organs are so frequently associated 
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■uutli fibromyomata uteri that they must be studied carefully when 
considering the treatment of these neoplasms, if Ave Avish to eradicate 
all the pathology and relieve the patient of all sjnnptoms. Anything 
less than this is a makeshift and is neither scientific nor satisfactory. 

Associate lesions are found in 40 per cent of cases. ‘WTien we add 
40 per cent of associate abdominopelvic lesions and 30 per cent of 
degenerations and malignancies, AA-e haA*e 70 per cent of complicated 
cases. In my series the complicated eases Avere 77 per cent. 

Of the patients subjected to operation in addition to the remoA'al 
of the neoplasms, many Avere operated upon at the same time for 
lacerations, hemorrhoids, fistulae, diseased gall bladders, appendices 
and other lesions. In spite of all of these Amrious complications, by 
surgeiy Ave relieve the patient of all s 3 Tnptoms in from 96 to 98 per 
cent of cases. The mortality from operation on patients with fibro- 
mj’-omata uteri, bj’- good surgeons in well-equipped hospitals, is about 
2 per cent. These operatiAm cases include those with the various 
degenerations, the densely* adherent tumors, the malignancies which 
coexist and all the serious associate conditions. If the snrgieal mor- 
tality in all cases as thcA’- come, is onlj’' 2 per cent, in simple uncom- 
plicated cases, it would be practieallj'- inl. In other Avords, simple 
uncomplicated tumors such as are suitable for treatment by radium, 
can be treated bj’’ myomectomy with practicallj’’ no mortalitj''; com- 
plications which occur after treatment by radium, due to the impos- 
sibilitj’- of determining certain pathologic lesions, will be eliminated 
and “cooked tissue to await an uncertain future” aauII not be left in 
place. Polak states, “the increased blood pressure and nervous phe- 
nomena are more pronounced after radium than after operation.” 

With the improAmments in technic which eliminate the possibility 
of hemorrhage or of a necrosis in the sutured area, the field of myo- 
mectomy has been greatlj’' enlarged. KnoAAdng that a menorrhagia 
or a metrorrhagia can be successfully controlled by radiotherapy, 
should it occur after a myomectomy, there is no doubt that the opera- 
tion will be done more frequently in the future. 

It is quite agreed bj’’ surgeons and radiotherapists that radium 
should not be used in the presence of malignancy if the case is oper- 
able. This is certainly true in carcinoma. of the corpus uteri and of 
the oA'arj'’ and it is debatable in early carcinoma of the cervix uteri, 
nor should radium be used in submucous or large pedunculated sub- 
serous tumors, in degenerated tumors, in calcified tumors, in tumors 
associated AAuth lesions of the appendages; in tumors which produce 
symptoms from pressure and require quick relief, nor finally in tumors 
associated AAuth gestation. Miller states, “that patients who complain 
of pain associated with fibromyoma, are usually not relieimd of that 
symptom when treated with radium.” 
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Who can diagnose all of these conditions hy any method of exam- 
ination? The snrgeon certainly cannot. The pathologist sometimes 
overlooks a malignancy and the condition is not detected until tie 
patient returns with a recurrence. The more competent roentpn- 
ologist will not treat these patients unless they' have been examined 
by a gynecologist or by a surgeon. They realize the difficulty in diag- 
nosis and pass the responsibility over to the surgeon. An early gesta- 
tion in one corner of the uterus gives the organ an irregular contour 
and may be readily mistaken for a fibromyoma. The difficulty of a 
differential diagnosis between a gestation and a soft myoma can be 
attested by the humiliation at the operation table of even the most 
expert. An error in diagnosis may readily occur from a distended 
bladder or a loaded sigmoid. And again, fibromyomata are not infre- 
quently diagnosed when they do not exist. That the radium enthu- 
siasts cannot determine with any degree of accuracy what are simple 
uncomplicated eases is evidenced by the number of patients who sub- 
sequently require operative treatment, by those who develop compli- 
cations and by an occasional fatality. 

When we eliminate the patients under forty years of age and the 
complicated cases over forty years of age, there remain onl}’’ 16 to 
18 per cent of patients with simple uncomplicated tumors which make 
it apparent that the legitimate field for radiotherapy is decidedly 
limited. 

Radiotherapists place especial emphasis on the production Of amen- 
orrhea, which is simply the elimination of one symptom. They talk 
about the shrinkage of the tumor in many cases, but most of them 
carefully avoid stating in what percentage the tumor disappears. 

In Kelly’s series the tumor had either disappeared or shrunk to an 
insignificant size in only 45 per cent of the eases. Miller states, ‘'that 
the diminution in the tumor is usually more than 50 per cent ; that the 
growth is frequently reduced to a negligible affair and often entirely 
disappears. Pfahler, in a series of 67 traced cases treated with 
x-rays, reports 75 per cent of absolute cures. While this series is 
not large, it indicates that he exercised excellent judgment in the 
selection of his patients and apparently limited his treatment to 
simple uncomplicated cases. 


It is undoubtedly true that the bleeding can be controlled in almost 
every ease by radiotherapy, but as Mayo states, “one cannot escape 
the conviction that in eases of mjmma the use of radioactive sub- 
stances is a most destructive method of treatment, nonoperative 
It IS true, but certainly not conservative. In the majority if not 
m all of the cases in which rather large myomata disappear under 
their use, the patient loses the function of the ovaries, tubes and 
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uterus, although the uonfunetionating remnants are left in place 
to await an uncertain future.” 

While this paper does not deal with mj^pathic hemorrhage, I be- 
lieve that a patient at or near the menopause with an enlarged fibrous 
uterus, with menorrhagia or metrorrhagia, should be treated by ra- 
dium rather than by surgery. 

When we recall that 70 per cent of the cases of fibromyomata uteri 
are complicated, that in all of the patients subjected to operation not 
only are the tumors removed, but also the abdominopelvic pathology is 
eradicated and that from 96 to 98 per cent are cured of all symptoms, 
it is evident that surgery is the treatment of choice. Conservative 
myomectomy should be done in Avomen under forty years; supravagi- 
nal, and Avhen indicated, panh 3 'sterectom 5 ’- in Avomen past the age of 
fortA’ 3'ears. 

Radium undoubtedl}^ has a field, limited though it is, in the treat- 
ment of these tumors. The i^ioneers in this Avork are to be commended 
for their effort and for their enthusiasm. Only by faith and experi- 
ment can the ncAv be developed and progress made. This enthusiasm, 
hoAvever, in the best interest of the patient, must be tempered Avith 
sound judgment and applied by the Golden Rule. 

Radium may be safelj’- used in these cases as folloAvs: 

1. In simple uncomplicated, small or medium size tumors causing 
hemorrhage at the menopausal period. 

2, In patients Avith menorrhagia or metrorrhagia after mj^mec- 

tOlUAU 

3'. Ill patients AA-hose general health is so impaired from anj’’ cause 
that an operation would be attended with undue risk. 

A broader application of radium or x-ray means that the best inter- 
est of the patient is pot recemng sufficient consideration. 

When Ave consider all of these factors it is eAudent that surgeiy is 
the treatment par excellence in the Amst majority of patients Avitli 
flbronij'omata uteri AAffiich produce symptoms. 

SUMMARY 

1. Of all the patients avIio consult a surgeon for sj'^mptom-producing 
fibroids, 30 per cent liaAm either degeneration of the tumor or malig- 
nanej^ of the pehac organs. 

2. AbdominopelAuc pathology is found in 40 per cent of the eases. 

3. SeA’enty per cent of these patients liaAm complicated tumors. 

In Avomen jiast the age of fortj’' jmars only 16 to 18 per cent haA'e 

simple uncomplicated tumors. 

4. It is impossible bj' anj’- method of examination to determine 
AA’hicli are simple uncomplicated tumors. 

5. The treatment of choice in the Amst majority of cases is mAm- 
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mectomy tor women under tlie oge of forty years and hysterectomy 

in Avomen past tliis age. . . , c 

6. That radium has a definite though limited field of nsefnlness m 

the treatment of these neoplasms. 

7 (a) That the use of radium should he restricted to smaLL or 

medium-sized uncomplicated tumors at the menopausal period. _ 

(h) To a patient ivitli menorrhagia or metrorrhagia following 

myomectomy. 

(c) In certain constitutional diseases in wdiicli surgery ivould 
he attended ivith unusual risk. 
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THE PATHOLOGICAL EEACTION OF TISSUE EXTRACT 
(CYTOST) LIBERATED IN PREGNANCY'^' 

By Fenton B. Turck, M.D., Neiy York, N. Y. 


INTRODUCTION 


T T has long been known to biologists that toxemia from disintegrating 
tissue occurs during pregnancy. This tissue toxemia also occurs 
to a lesser extent during the menstrual periods, adolescence, and the 
climacteric, hut pregnancy in particular imposes an extra burden of 
tissue intoxication, due to the liberated poison of disintegrated cells. 
This poisons both the mother and fetus. It is specific to the species. 

Not only has the specific tissue toxin of pregnancy long been identi- 
fied, hut the second and natural sequence of this, e.g., the specific anti- 
toxin has been known. The inununity against this specific tissue toxin 
has been scientifically accomplished and practically applied. It should 
therefore, become an integral part of clinical practice just as it is a 
scientifically recognized biological function. 

It is being further estahhshed among biologists that immunizing the 
mothers, confers hereditary protection. Guyer’s= argument “that the 
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fact tliat animals can build antibodies against tlieii’ own tissues when 
these become misplaced or injured,” is significant in heredity as well as 
congenital conditions. Not only has the tissue toxin been identified, 
but the antitissue-toxin has been long produced in our experimental 
work (since 1903), and is illustrated in the protocols ■which follow. 

Cats, dogs, mice, hens and other animals were used in these experi- 
ments. The comparison of the experimental tissue toxin antitoxin re- 
action with clinical experience, was made before the war by the writer, 
but during the war it was established on an unprecedented scale b}^ the 
practical application of the principle. Our experiments show that onlj' 
the tissue extract of the animal of the same species, caused the toxemia 
of pregnancy. The symptoms were vomiting, eclampsia, kidney dis- 
ease, followed by abolition and death. On the other hand, the tissue 
extract of animals of other species failed to produce these effects. 

The protocols will also show that sublethal or low concentration of 
the homologous tissue toxin, and at longer intervals, instead of causing 
the toxemia of pregnancy, produced an active immunity against the 
tissue toxin. It was also found that horses injected with human tissue 
toxin, produced an antitoxin. This antitoxin serum has been used to 
immunize mothers against tissue toxin of pregnanej’’ just as we have 
immunized against tissue toxemia of shock from damaged tissue of 
wounds.^ 

There is not one tissue toxin produced by a bullet, another by an ax, 
a hammer or a bum, and another by a surgeon’s knife. They all pro- 
duce damaged tissue, autolysis and the tissue toxin of shock. Like- 
wise, there is not one tissue toxin of autolysis from starvation, an- 
other of tissue autolysis from pregnancy, they aU are the same tissue 
toxin, producing toxemia sickness and death, and depending on the 
degree of autolysis and concentration of the tissue toxin. 

TISSUE TOXIN (CYTOSt). OUTLINE OP PREVIOUS RESEARCHES 

When an animal is prevented from utilizing its food supply, it must 
break downi its o-wn tissue (autolyze) to supply the caloric deficit. 
This mechanism which induces autolysis in total or partial starvation, 
is unknown. The tissue breakdo'um, termed autolysis, is a normal 
biological process, and the unknoivn products set free have been named 
“metabolites”. The metabolites when accumulated in excess within 
the organism, as may occur in partial or total starvation, produce well- 
knoivn symptoms and pathology grouped under the term “toxemia of 
staiwation.” 

"Wlien these metabolites are formed in excess from bodily exercise, 
the symptoms and pathology are classed as the “toxemia of fatigue.” 
Tinien from any wound or other tissue injury, these metabolites form 
in excess by autolysis, the symptoms and pathology called “shock,” 

*A review of this work was recently published in the International Clinics,^ 1922, Vok 3, 
Series 32, 
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are expressed as the “toxemia of shock.” When these metabolites 
form in excess from the autolysis during the period of pregna^ney the 
symptoms and pathology are mentioned in our literature as the tox- 
emia of pregnancy. ” , • 

Extreme fatigue, effort syndrome, etc., are often the predominating 
symptoms common to all of these conditions, partial or total starvation 
(inanition) , over exercise, overwork, shock from war wounds or^ sur- 
gical operations, and in certain phases of pregnancy. Bainhridge^ 
states that these metabolic products are responsible for bringing about 
these various symptoms, especially the fatigue symptoms, as advanced 
by McDougaU,^ McKenzie,® and HedwaU.® Bainbridge® states “that the 
products are of two kinds, namely, lactic and carbonic acids and me- 
tabolites other than acids. There is no positive evidence to support the 
view that H-ion concentration produces harmful effects,” because ac- 
cording to Bainbridge “the mechanism which regulates the reaction of 
the blood is so great that such an occurrence seems improbable,” but 
Bainbridge insists there is eiddence that metabolites other than acids, 
are productive of harmful effects. What is this “metabolite other than 
acid” which is so active in producing the harmful effects in toxemias of 
starvation, fatigue, shock and pregnancy? This ought to be made clear 
and decisive. It is only recently that the experimental evidences of the 
past 35 years have been universally accepted, e.g., that the tissue toxin it- 
self is the poison responsible for these pathological changes. All the 
methods of extraction of tissue toxin from the tissues by water, heat, 
coagulation, and finally reduction by burning the tissue to ash, yield 
the same active principle, varying in concentration according to the 
method used. Because this active principle is not a manufactured 
product, but of and from the cell, it is named “cytost” from cytos, a 
cell. (See Author’s Bibliography.) 


BRIEF DISCUSSION OP PREVIOUS WORK 


Imagination is the light that projects the experimental image be- 
yond the dull plane of traditional belief and quickens the eye to see 
more and the mind to comprehend. Experimental research work on 
one subject often leads to the discovery of something more valuable 
than the original topic under investigation. This is what has hap- 
pened in the research on the subject of traumatic or surgical shock. 
While investigating “shock produced by toxin” (1897)“ it was found 
that many animals which did not die immediately passed into convul- 
sions or presented sj^mptoms as was expressed in 1896 ^* “like snake 
poisoning” (1901).“® 

_ :Muscle extract from autolyzed muscle (1903)“ and other tissue tox- 
ms, pol ypeptides,— obtained from dilated stomachs injected into ani- 
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mals, were found to act mucli the same. Tissue poison and diphtheria 
poison seemed to produce similar lesions (1903)^“. In all of these ex- 
periments with tissue toxin, sj'inptoms of vomiting and convulsions 
occurred, and finally death. Liver, lung, kidney and gastrointestinal 
lesions, were found. It did not seem to make much difference whether 
the tissue toxin was extracted in vitro or liberated within the animal 
by some cauterizing agent, or antolysis took place of any tissue or 
organ, the symptoms and pathologj- were the same. 

Acute, subacute and chronic diseases W'ere produced, depending on 
the method of experiments.^'* When pregnant animals were used, 
the tissue toxin produced ahvaj*s the identical symptoms and path- 
olog}'. They ivere the same as we encountered in clinical practice of 
toxemia of pregnancy in animals and the same classical group of symp- 
toms and pathology familiar to all obstetricians. 

When abortions occurred, it w’as found the fetus showed similar 
lesions in the liver, kidney and upper alimentary tract as were found 
in the mother’. If it rvas an acute reaction, simply splanchnic stasis 
■was encountered. In chronic conditions the same process continued, 
only it lasted longer. Advanced liver, lung, Iddnej*’ lesions, and lesions 
in the upper alimentary tract were found. This constantly occurring 
syndrome and pathology, linked up the toxemia of pregnancy with 
toxemia of shock and made it clear that the biological basis rvas the 
same. But how shall we bring to the minds of the clinicians the bio- 
logical laboratory findings of 25 j'ears? The faets and conclusions 
concerning the effect of tissue on the organism have been accepted by 
all biologists. The application of these scientific biological reactions 
in shock and its biological analogues, has been practicallj’" demon- 
strated in the war and unanimously accepted by biologists, phys- 
ical chemists and surgeons at the Interallied Reunion of the Societ}’ 
of Biology^ (Bull, de I’Academie de Medecine, Jan. 10, 1922, p. 31). We 
must view biology as based uirorr the cell and its activities, and medi- 
cine is but the applicatiorr of the scierree of biology. There is not one 
cell for the biologist, another for the physical chemist, and another 
for the clinician, and therefore, practical medicine must follow’’ .the 
path made by biology and the ucav diseoA*eries in physical ehemistiy. 
Our increased comprehension of the significance of the advance in bi- 
ology, has not only altered our mode of thinking, but our method of 
action in the practice of medicine.® 

EXPERIMENTAL TOXEMIA OP PREGNANCY 

Toxemia of pregnancy is a A’eiy vague term. It has long been rec- 
ognized that there is a toxin of some kind, hence the term “tox- 
emia.” There is the idea of an elaboration of a toxin from secretions, 
metabolic or generated from the fetus or maternal tissue, or ivhat is 
often regarded as a retention of excretory produets similar to uremic 
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retention products. This has all become very vague and hazy in the 
minds of obstetricians and gynecologists. Each writer volunteers- his 
own opinion from clinical experience backed with some laboratory 
work that may support his theory. Thus some kind of focal infection 
is considered the source of the toxin of pregnancy, while others be- 
lieve it is but the theory of “foreign protein” intoxication. First the 
expression “toxemia” implies a “blood poisoning”. The word poison 
as used means some indefinite unrecognized product that circulates in 
the blood coming from some unknown source. This poison is viewed 
by some as a pharmacological product to be assayed by pharmacological 
methods. Kosmak^ in his brochure® on the “Toxemia of Pregnancy,” 
gives a scholarly review of these “many uncertainties” vdth which 
“the entire subiect is surrounded.” Ely® states that “the whole sub- 
ject of toxemia of pregnanej’- is as yet in a chaotic state.” As we 
have seen here “tissue toxin” is only a biological product that acts 
as a normal stunulus to life and causes cell division and metabolism 
(1921), (1922)^®. It is not a “foreign protein” poison, — neither for- 
eign nor protein. It is derived from homologous, — ^not foreign tissue, — 
and the protein is burned off to an ash. In other ivords, it is not a 
poison at all. This tissue substance which we have called “eytost,” 
is in low concentration a simulant to cell division and metabolism, and 
ill high concentration it acts in excess of the normal on the splanchnic 
area (endodermal zone) and produces a certain definite reaction and 
death. Cytost is counterposed by an antibody called “anticytost” 
found in the blood serum. 

"We may repeat our conclusions of 1906®S “from the large amount 
of experimental work on blood serum, by numerous investigators, we 
are able now to clothe our ideas of protective bodies in more technical 
and definite language. We may speak now of natural histogenic im- 
munity, of hemolysins, of agglutinins, of precipitins, of eytotoxins, 
etc., and that we have here, not a question of local pathology, but of 
general blood pathology, of complement and amboceptor, of cytolysis 
and autocytolysis.” 


RECORD OF experiments 


In the experimental work which follows, it is our endeavor to 
demonstrate by various ts^pes of experiments on various animals, the 
principle of the action of the .specific tissue toxin known as cytost. 
Since one of the most important and significant applications of its 
activity is, as we have stated, one of the most vital factors in preg- 
nancy, we have performed a number of experiments ivith relation to 
both mot her and offspring during that most critical period. 




pregnancy, it -(vin not be 
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Our experimental ivork is as folloivs: 

1. A. Autolysis, — forceful feeding, tlie role of extractives. 

B. Fetal autolysis, — cytost, the product of autolysis. 

2. Specificity of cytost. 

3. Contact effect of ej’^tost. 

4. Breeding of mice "svith infections. 

5. In.iections, — toxemia of pregnancy. 

6. Effect on egg-lajdng production of hens., 

1. A. Aniolysis . — ^Following is a table which is a condensation of a 
number of protocols showing the effect of the administration of ex- 
tractives.--’ "* Of especial intei-cst is the effect on the offspring of 
pregnant dogs, in series 5.-* These experiments were carried out to 
determine the effect of feeding pregnant dogs with meat and meat ex- 
tractives and meat freed of extractives with and ufithout the addition 
of B. eoli communis, noting the effect upon the offspring. With those 
animals that were fed with extractives and B. eoli, the offspring all 
died in periods of time ranging from one hour to two weeks. One 
animal which died three weeks after birth developed an ulcer of the 
stomach and died of hemorrhage from that ulcer. 

The other animals showed general degenerative changes in the tis- 
sues of all the organs ; .foci of autolysis Avithout round-cell infiltration 
observed in stomach, livei’, kidney and other oi’gans.-^’ “ 


Table I 


Pathological Effect feom Feeding or E-xtbactives 



DURATION 
OF DIET 


PATHOLOGY 


Pregnant 

dogs 


Extractives 

Extractives and B. eoli 
Ordinary diet + B. eoli 
Meat free of extractives 


Ordinary meat in excess 

Meat extract 

Jleat freed of extractives 


Raw beef + B. eoli 
Beef extract + B. eoli 
Extract of free beef + B. 
eoli 

Meat extractives + B. eoli 
+ meat diet 
Same diet 


Extractives + B. eoli 


Continuous diarrhea 
1 month Diarrhea, loss of weight 
Normal 


Normal 

Diarrhea and death 
Grew fat 



1 month All died 



Died SI days after feeding 
began 

Ulcer of stomach 
Duodenal ulcer 
13 duodenal ulcers 


Offspring died in from 1 
hour to 2 weeks 
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In former experiments;-®-"-^ tlie processes of digestion, absorption 
and assimilation were retarded by means of introdnetion of tannie 
acid alcohol, silver nitrate, mustard oil,®® and similar substances into 
the alimentary tract. We subsequently employed extractives®^ as 
more nearly approximating physiological conditions, since they are 
present in protein food. Their action was likeivise to cause an ari-est 
of the normal processes of digestion, absorption and assimilation and 
thus to induce inanition. This inanition induced a consequent break- 
down of body cells with a liberation of cytost, depending in amount 
upon the degree to which the catabolic process was carried. This end 
result is shown in the above table, under the pathological results of ex- 
tractive feeding. The extractives were the first link in the chain of 
the vicious cycle of starvation. When starvation is complete, the ani- 
mal utilizes his oivn tissues in order to obtain sufficient calories to 
maintain himself. The tissues used are oxidized completely, whereas, 
in partial starvation, with tissue breakdown, hut incomplete utilization, 
the tissue toxin which is liberated adds to the tissue toxin already ex- 
isting in the organism, and thus produces a lethal factor. 

In pregnancy, tissue breakdown can be seen from Table II 
to affect both mother and offspring. None of the puppies of the 
animals whose tissues had been poisoned by the liberation of homolo- 
gous cytost, survived. 

B. The A'litolysis of Fetal Animals . — The rate of autolysis of the 
fetus was®® observed under various conditions using strict aseptic pre- 
cautions. Autolysis®® appeared more rapid when the fetal animals were 
left in the uterus. In 150 animals the rate of autolysis and the degree 
of toxicity of the tissue toxin was studied specifically. Smears were 
made to determine by microscopic examination that autolysis had 
taken place. The tissue fluid that came from the autolyzed tissue 
(serum) was taken up and inDeeted into animals. This caused death 
in every case. None of the animals injected lived longer than two 
days. The degree of dosage of tissue toxin was determined by com- 
parative titres made with blood serum of the homologous animal and 
solutions of evaporated solid tissue. The animals receiving the injec- 
tion of the homologous emulsion of tissue from the animal showed 
symptoms of acute venous dilatation of the splanchnic vessels, and 
this was apparently the cause of the sudden collapse and death. The 
actual toxicity of the autolized fetus was thus demonstrated. 

2. SpccifimUj.~y^Q have demonstrated the specificity of cytost in a 

variety of ways. One of the most delicate of these is that of intra- 
spinal injection.^®- 


Trtlc III of a few comparative auimal experiments estaMslies the 

chtaeto “S'',,;"'?’”?'’ cytost , rill induce lesions of a defimte 
ci aiaetei In the spinal cord and fluid we hove the most delicate in 
dicator w.,1. which to demonstrole the highly specifie elmraeter of 
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tissue ash. We had positive results with homologous cytost, and nega- 
tive results with heterogenous cytost. 

Table III 


Intbaspinat. Injections to Ind-oce Paralvsis 


CAT NO. 

CYTOST USED 

amount and 

POINT OP 
INJECTION 

EBSUUTS 

REMARKS 

149 

Homologous 

1 c.e. ; last 
Liuubar space 

Complete shock for 5U 
min.; complete paralysis 
of Mndquarters. 

Death in 8 days. 

155 

Homologous 

1 e.c. ; last 
Lumbar space 

Complete shock; coma. 

Death in 12 hours. 

15S 

Homologous! 

i e.c. ; last 
'Lumbar space 

Slight shock; complete 
paralysis hindquarters. | 

Death m 7 days. 

192 

Homologous 

i c.e. ; last 
Lumbar space 

Shock; delirium; marked 
ineo-ordination. 

Used for another ex- 
periment. 

150 

Humau 

1 c.c. ; last 
Lumbar space 

Slight delirium; no further 
symptoms. 

Made uneventful re- 
covery. 

157 

Horse 

1 c.c. ; last 
Lumbar space 

None. 

Apparently normal 
after recovery from 
ether. 

IGl 

Lion 

1 e.c. ; last 
Lumbar space 

Slight shock. 

Hneventful recovery. 

ISO 

Lion 

^ e.c. ; last 
Lumbar space 

Marked delirium. 

Walking normally SO 
min. after injection. 


3. Contact ’Effect . — Animals were exposed to contact witli iiomol- 
ogous cytost hy 1. Insufftation, 2. Aspiration from paws covered with 
cytost, 3. Contact with cages smeared with cytost. 

Following is a description of the method employed in insufflation.®- 

Fresli normal cat's lung tissue -was autolyzed in a sterile chamlier filled with 
chloroform vapor for 4S hours. No hacteria were found, microscopically or hy cul- 
ture, in the autolyzed tissue products, which gave a strong biuret reaction. A spe- 
cial tube attached to a respiratory indicator was inserted into the cat's trachea and 
0.5-1 gram emulsion of tliis sterile autolyzed lung tissue was insufflated into the 
trachea. By the animal 's increased inspiration a small part • of this lung tissue 
product was aspirated into the finer bronchi and caused death of the animal within 
four minutes. In otlier animals typical pneumonia occurred of both brouchial and 
lobar forms. In cases of immediate death the tissue changes in the lungs were focal 
in type, with disseminated hemorrhagic areas, while the entire lung was hyperemic; 
in some cases it was soaked with blood. 

From Table IV it is evident that insufflation of the bronchial tube 
with homologous cytost produces pneumonia followed by death. That 
this is due to the action of cytost as a tissue toxin may be proved by 
Ibe fact that insufflation Avitb otlier substances did not result in 
respiratory disease or death. -h s^- 

The method by which the autolyzed lung tissue may be carried into 
the trachea under more natural conditions is shown by the following 
experiments. Cat’s paws covered with thin paste of cat autolyzed 
lung tissue. The cat lung tissue was autolyzed under the same sterile 
conditions as in the previous experiments. 
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Table IV 

Cats Insufflated with Autolyzed Cat Lung Tissue 


CAT 

NO. 


P 1 

P 2 

P 3 

P 4 
P 5 
P 6 
P 7 
P 8 
P 9 

PIO I 

Pll 1 

P12 

P13 

P14 

P15 

P16 

P17 

P18 


TIME OF DEATH 
AFTER I 
INSUFFLATION [ 


4 min. 
3 min. 

5 min. 
10 hrs. 


24 hrs. 
Shock 
15 min. 
5 hrs. 

10 days 
8 days 


3 min. 
2 hrs. 

36 hrs. 

4 min. 

5 min. 
Shock 


TIME OF EXAMI- 
NATION MADE 
UNDER 
ANESTHESIA 


PNEUMONIC FINDINGS j 
ON IMMEDIATE j 
POSTMORTEM 


REM.AEKS 


BRONCHIAL 

TYPE 


45 hrs. 
25 min. 


3 days 


5 min. 


+ 

+ 

+ 

+ 


+ 

-f 

+ 

-t- 


-f 

+ 


LOB-VR 

TYPE 


-f- 

+ 


Intense congestion of 
both lungs. 

Lungs appeared soaked 
in blood. 

iLiver lobes involved and 
lungs congested. 

Sneezing. Bales. 

Bales. 

Cougliing. 

Resection of lungs. 

Profound symptoms 
from the beginning. 

Pleuritic effusion. 

Coughing and sneezing. 

Coughing. Bales. 


Intense engorgement. 
iEeaction in both lungs. 
Reaction in both lungs 
vrith hemorrhages. 


A group of ten cats was selected and examined to exclude any 
respiratory disturbance, and then placed in a large cage. The front 
paws of five of these animals were coated with a thin paste of the 
autolyzed cat lung tissue. The animals were tagged and placed hack 
in the cage with the other five cats that had not had the application 
of “lung paste”. "Within two hours several of the cats began to 
sniffle and sneeze. "Within twelve hours all the cats, those that had 
had their paws coated and the others in the same cage that had not 
had the application of paste, had symptoms of involvement of the 
lungs. Eight of these cats died from pneumonia within 48 hours to 
one week after the application of , the lung paste. Some of the ani- 
mals shoAved exteusiv^e respiratoiy pathological conditions. They also 
showed nasal discharge, eyes reddened, conjunctival discharge, and 
extensive rales over both lungs. The temperature at first dropped 
and later rose, but the temperature records were no guide to the de- 
gree of lung involvement. 

The postmortem findings Avere similar in character to those in Avhich 
the lung tissue was insufflated into the trachea. In some of these 
animals the lungs showed acute hemorrhagic pneumonitis. In others 
there was hepatization of lobar type Aidth dense hardened nodules. 
In others again both types were sIioato in the same lung. 
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In the loho^Ying groups of experiments kittens tveie horn or 
placed in cages contaminated Avitli cat eytost. 

Group I consists of Idttens born by nonimmunized (normal) mothers 
that were brought into the laboratory and placed in cages con- 
taminated with eytost. 

Group II consists of kittens that were born of actively immunized 
mothers in these contaminated cages. 


Group No. I 


Kittens from nonimmunized (normal) 
mothers unprotected by antieytost 
injections. 


Kittens from nonimmunized (normal) 
mothers that were partially protected 
by antieytost injections. 


AGE 

8 weeks 
4 weeks 
4 weeks 
4 weeks 


DEATH IN 

. 12 days 
. 10 days 
. 12 days 
. 11 days 


. AGE 
8 weeks 
4 weeks 
4 weeks 


DEATH IN 
. 17 days 
. 25 days 
. 32 days 


Group No. II 

Kittens from actively immunized moth- Kittens from actively immunized moth- 
ers unprotected by antieytost injee- ers that were partially protected by 

tioxis. antieytost injections. 


AGE 

Born in cage 
Bom in cage 
Bom in cage 
Bom in cage 


DEATH IN 

. 8 weeks 
. 57 days 
. 18 days 
. 32 days 


AGE DE.VTH IN 

Bora in cage 6 months 

Bom in cage 4 months, 11 days 

Bom in cage 1 month 

Bom in cage 11 weeks 

Bom in cage 8 weeks 


Disciission . — Here we have quite conclusive evidence of trans- 
mitted immunity. It is interesting to note that the kittens from non- 
immunized (normal) mothers, that received partial protection, suc- 
cumbed more quickly to the effects of homologous eytost than did 
the kittens Horn immunized mothers, with “hereditary” immunity, 
that received no protection. It is also interesting to note that the 
kittens born by immunized mothers, and receiving partial protection 
of antieytost, lived a much longer period. 

The average time of death of any Idtten or cat exposed to -homol- 
Ggons eytost contact, is from ten to twenty days, when unprotected 
by antieytost injections. 


Those kittens, subjected to tissue toxin that are partially protectei 
by anticjdost so they can continue to live for from four to six months 
become excellent examples of premature senesenee. Growth is usu 
ally aiTcsted at about two months of age, and various changes appeal 

(raelutis). Ventral enrvatnre of the spine, unthrifty (staring) coal 
well as the slow, deliberate motion of an old animal. The facia 
expression becomes tr-pical of that of a tired and dejected persoj 
nd It ceases to play os fattens are wont to do. Well-marked'^ lame 
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ness in some articulations is evidenced, and at times all four limbs 
are involved. On postmortem avc find all the cliaraeteristic tissue 
changes of decreased metabolism. The hones show definite change 
in structure, (rachitis, osteomalacia, etc.), as Tvell as marked articular 
changes, (necrosis, exostosis and ankylosis), due to the stasis in the 
bone marrow and its subsequent cj'tost reaction, chronic fibrous pneu- 
monia, chronic nephritis. 

4. The Breeding of Mice xoHli Cytost Injeeiion. — series of cjdost 
injections was carried out on a number of mice under most favoi’able 
conditions. From the following gi'ouping of the experimental animals, 
it is obvious that Ave found that injections of high concentrations of 
homologous cytost produced death, as in the case of other animals, 
Avhile injections of Ioav concentrations of cytost, repeated at regular 
intervals produced immunization of mother and offspring, so that 
the mortality is A^ery appreciably reduced, in comparison to control 
groups; Avhile injections of high or Ioav concentrations of heterogenous 
cyto.st failed to pi’oduce any effect at all. 


GROUPING OF THE EXPERIMENTS 


l.i1 Group: 
Cage 1: 

2d Group: 


Sd Group : 


4th Group: 


Group S-G : 


Male and females injected subcutaneously with high concentration, Vi 
c.c. cytost, — 10 mice. 

Result: All the mice died in 12 to 48 hours. 

50 mice in 4 cages, — males and females injected Avith medium concen- 
tration of cytost, Vi c.c. once a Avcok or 10 days. The death rate was 
considerably increased in both males and females. The usual birth 
rate prevailed, but the offspring showed a liigh mortality. Within 
2 months 95 per cent of the offspring died and 80 per cent of the adult 
animals. Others that lived through the experimental period suffered 
from “metabolic disorders.’' 

Dilution (0.25 c.c.) % c.c. of homologous cytost. Thirty mice, usual 
proportion male to females. Six injections ten days apart. Mortality 
was reduced in motliers to 3 per cent, and of the offspring to 5 per cent. 
Injection of diluted ej'tost 0.06 c.c. 

10 mice. — ^Injections for two months once Aveckly. 

Result : No deaths. 

Actively and passively immunized mice by injection of anticytost and 
cytost in low (dilute) concentrations. Resnlts show a very high degree 
of immunity of both mother and offspring. Tliese are being carried 
through for several generations for special report on the question of 
heredity, and referred to here as corroborative, in connection with the 
other inununizing experiments reported. 


5. Toxemia of Pregnancy. A fui-thei’ series of experiments has been 
carried on in pregnant cats Avhich haAm been injected AAdtli cytost. In 
all cases Avhere the cytost Avas specific, the injection, if high in con- 
centration resulted in abortion, A\dth A'omiting and shock, none of the 
kittens surAdA’ed, but in the surAdA’ing cats, there Avas produced nephri- 
tis, either chronic or acute. The table gwes a condensed but clear 
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and conclusive evidence of the toxic effect of cytost in the toxemia of 
pregnanejL 

6. Effect oil Egg-laying Production of Hens . — ^In a series of experi- 
ments cairied out on chickens, in which one flock of ten pullets was 
injected with low concentrations of homologous cytost and another, 
with a medium concentration, it may be seen from Fig. 1 that egg 
production in flock A Avas very greatly in advance of that of the con- 
trol flock ; while in flock B, egg production fell markedly, and the hens 
manifested the symptoms of toxemia. The results shoiv very definitely 
that cytost in Ioav concentration stimulates cell mitosis and metabolism 
Avhile in medium concentration, it causes tissue catabolism and break- 
down. FolloAving is the condensed result of the experiment. 

X 



Flock "A”: Continued to show improvement in egg yield and general metabolism 
over the control to the end of the experiments, e. g., 3 months and 
24 days after the course of 4 injections had stopped; the actively 
immunized pullets were yielding 2 to 3 times the percentage of con- 
trol pullets. 

Flock '‘B": Twenty-five (25) pullets continued to show a persistent decline as 
the concentration or dosage of cj'tost was higher and the injections 
were kept up to the end. This as in all our experiments overcame 
tile natural immunity and lowered resistance and caused retrograde 
metabolism. 


CONCLUSION 

When taken in conjunction tvith the hundreds of other animal ex- 
periments of a similar character, we came to the conclusions that we 
have demonstrated that lotv concentration of homologous cytost stim- 
ulated cell mitosis and metabolism.^®- Further, that it directly af- 
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fects gem plasma cell and thus determines congenital conditions and 

heredity. , t 

That high concentration of homologous cytost produces the op- 
posite or retrograde- effect on the cell causing degeneration metab- 
olism on the germ plasma cell. 

This explains the degenerating effect we obtained on the mother 
and the offspring in all our experiments. 

general discussion and clinical application 


An able obstetrician, Patrick, in 1902 (Trans. Tri-State IMed. Soc.) 
in a symposium on obstetrics^® made the complaint “that not only in 
individual instances but whole sections or districts can be cited where 
obstetrical work is performed after the manner of thirty years ago”, 
and after calling attention to the improved eare given to the mother, 
concluded that “Loss by death and bitter experience, not the profes- 
sion has wrought this change” (ibid., p. 56). i® In the writer’s dis- 
cussion at that time (ibid., p. 67)/® it was deplored “that the ex- 
pectant plan of treatment is now generally adopted”. The conclusion 
of Patrick at that time (ibid., p. 55)“ is reiterated in modern litera- 
ture. “The public has been made alive to altered conditions in other 
departments, they can also be made to grasp this need and we can 
have done inth the unreasonable and unscientific hypothesis that be- 
cause a woman does not die during confinement, and that as child 
birth is a physiological process, therefore, she is all right”. The 
pathological condition was tersely expressed by Ries (ibid., p. 66)“: 
“Here is the surface — ^the endometrium, on top of it, the dead 
sloughing tissue”, but he despairingly concludes that this knowledge 
“udll only become thoroughly useful when there is a penalty imposed 
on forgetting”. 

During the war it was recognized that damaged tissue from wounds 
became at once “dead sloughing tissue” and in place of the old “ex- 
pectant” plan, the damaged tissue was removed (debridement) and 
toxemia of shock greatly diminished. A similar plan is advised in the 
toxemia of pregnancy, in which it is suggested that the fetus be re- 
moved at the onset of eclampsia ; as science, however, develops better 
knoAvledge of the causes of toxemia of pregnanej^, it is hoped that a 
less drastic procedure may be resorted to in the method of immuniza- 
tion, rather than the very strenuous method of “plucking out the 
offending member.” 

To^ sum up briefly, care of the mother and offspring during par- 
turition and after birth, is not enough. The profession is coming 
to see that the production of optimum conditions for mother and off- 
spring during the nine months of gestation is not to be considered as 
lightly as it has been in the past. 

Tile eniironmental conditions of the fetus may he more potent at 
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the outset than the factors of heredity, and infant damnation may 
occur i'n iitero rather than after birth, from the operation of conditions 
which mar life hopelessly at the outset. 

It is recognized that the cause of these pathological conditions is a 
toxemia due to the absorption of the toxins liberated by mother and 
fetus and reabsoi’bed into the blood sti’eam, and as in the case of other 
circulating poisons, the solution of the problem is the production of 
other substances in the blood stream which will render these toxins 
harmless. This is the theory underlying the activity of cytost, and 
it is a pragmatic one, for it works. As we have demonstrated fi'om 
our protocols, immunization to the tissue-toxins of the individual may 
be produced in varying quantitative degree through the liberation of 
the substance cytost in the individual. This principle is operative in 
wounds, starvation, on aiy condition in which the products of dam- 
aged tissue can get into the circulation, — and it is of especial impor- 
tance in pregnancy. 

The treatment of the toxemia of pregnane}’' by immunization of the 
mother before and during pregnancy not only insures her protection 
but determines the fate of the offspring whose future is dependent 
upon the environmental conditions of intrauterine life. Considera- 
tion of the problem should therefore be of prime importance to every 
physician and surgeon, particularly to those whose practice deals 
with women and ehildx’en. 
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DOES MENSTEUATION INFLUENCE BLOOD CONCENTRATION? 

By Margaret Tyler, M.D., and Frank P. Underhill, Ph.D., 

New Haven, Conn. 

Frovi ilia Lahoraiaries of Obstetrics and Gynecology, and Flmrmacology and 
Toxicology, School of Medicine, Yale University, New Sawn. 

T he present study was undertaken in order to determine ivlietker 
there is any change in the percentage of hemoglobin during tlie 
menstrual period of normal women. The occurrence of such, a change 
was suggested in some recent ivork on the hemoglobin of two women 
who had been severely burned and who had shown rather marked 
blood concentration as a result of the burns. "When these two women 
menstruated, the blood concentration previously having become nor- 
mal, both showed a striking rise in hemoglobin. In reviewing the 
literature on the subject, ive were able to find very scanty material 
relating to hemoglobin during menstruation. Pozzi,^ in 1899, re- 
ported that the percentage in Avhole blood was low just before the 
period, but normal during the period, and this finding led him to 
the conclusion that the fall in hemoglobin was due not to loss of 
blood but to some unknown and profound metabolic change. On the 
other hand, Sfamenr reports a rise in red blood corpuscles before 
the period with a fall during the period. 

The present determinations were made upon eleven healthy women 
and comprise twentj'-five menstrual periods. Hemoglobin was deter- 
mined by the Cohen-Smith method which gives -higher results than 
do hemoglobinometers nsually employed. Duplicate determinations 
were made and tlie readings were di.scarded if there was a greater 
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difference than 5 per cent between the final values. Six readings 
out of a total of 283 were discarded for this reason. Therefore, be- 
cause duplicate samples are not always read exactly the same and 
even after much practice may vary a few degrees, too much impor- 
tance should not be placed upon slight daily variations in hemoglobin. 
In interpreting the curves we are interested in discovering any con- 
stantly recurring fall or rise during the menstrual cycle, also whether 
during menstruation the hemoglobin shoivs greater daily variations 
than at other times. Samples of blood were taken at intervals of 2 
to 7 days during the intermenstrual period, every day during the 



Fig, 1. — Hemogriobin in patients with normal menstruation. 

In this and the succeeding' figures hemoglobin readings during menstruation are shown by 
a circle, at other times by a solid black spot. The heavy horizontal lines represent 100 per 
cent hemoglobin. Each small horizontal division is one day. Each vertical division represents 
5 per cent hemoglobin. 

The numbers 1 to 11 refer to the patients studied. 

period and also for several days before the period in those cases in 
which its onset could be accurately predicted. 

Normal Menstrual Periods {Fig. 1 ). — Six women were studied during 
a total of fourteen normal periods. Some of these patients show an al- 
most constant value for hemoglobin before, during and after the period, 
as Case No. 4, whose readings are at no time more than 7 per cent below 
and 6 per cent above her average value. Others, as Case No. 1, show 
a frequent daily variation as great in the intermenstrual interval as 
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aming tie period, tat tiere is no rise or !aU oeenrring at the same 

'’'"tZSrn (Wff- 3) .-Patients Nos, 7 and Shad ocry free 

bleeding but slight pain. Case No. 7 showed persistently a ™ ^mo- 
globin; usually tlie value ranged between 70 and 80 pei cent. Dm g 
one period there was a rise of 14 per cent, but a similar rise bad oc- 
curred a short time before the period and, therefore, the rise during 



Fig. 2. — Hemoglobin in patients with excessive loss of blood during' menstruation. 


menstruation is of no moment. This patient’s second period showed no 
change in the percentage of hemoglobin. Case No, 8 showed a slight 
fall in hemoglobin during one of her periods, hut here again during 
an intermenstrual period there is a greater fall. If there were a con- 
stant fall in hemoglobin, we should expect it to be present in these sub- 
jects, since the blood loss was greatest in their cases. 

Dysmenorrhea {Fig, 8 ). — Cases Nos. 9, 10 and 11 suffered during the 
first and second days from rather severe dysmenorrhea, Avhieh was 



associated with abdominal pain and occasional vomiting or headache 
The greatest excursion shown by Case No. 9 during her most painfu 
period IS 6 per cent. Case No. 10 shows no constant change in eithei 
o£ her three periods (the fall before the middle period is perhaps ex 
plained by a change in pipettes and shows the importance of alwar 
nsmg the same pipette). Patient No. 11 also varies from her inter 
mens rna! average of 105 per cent by only 4 per cent during the men 
strual peiiod she was under observation. 
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Our present method of hemoglobin estimation fails to show, we 
believe, a constant variation in the hemoglobin which is characteristic 
of any one phase of the menstrual cycle. During some periods the 
hemoglobin rises slightly while dui’ing others it falls. "SYe cannot 
relate the change to any symptom such as headache with which a rise 
in hemoglobin has been associated bj' some authoi's. 

The uniformity of hemoglobin percentage during menstruation 
might be predicted for the blood loss is certainly insufficient to cause 
a measurable decrease in hemoglobin. Decent studies during men- 
struation show a normal basal metabolism; fatigue from measured 
work is as quickly recovered from as at other times.® The fact that 
there is no change in hemoglobin content and therefore in blood con- 
centration during menstruation is in accord with our present knowl- 
edge of the physiology of this function. 
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SPONTANEOUS RUPTURE OP THE BODY OP THE UTERUS 

DURING PREGNANCY'^ 

By Howard P. Kane, A.B., M.D., P.A.C.S., Washington, D. C. 

T his paper is presented in order to place on record a case of spon- 
taneous rupture of the body of the uterus during pregnancy and 
to call attention to some of the etiologic factors in this complication. 
Obstetric literature abounds in reports of cases of rupture of the 
uterus during labor, but spontaneous rupture before the onset of la- 
bor is an infrequent occurrence. 

Mercier, in 1899, collected 28 cases and discussed the subject fully. 
In 1903, Baisch published a study of rupture of the uterus with refer- 
ences to 79 cases. His collection, liowevei’, includes interstitial preg- 
nancy, rupture after cesarean section, pregnanc 3 ’' complicated bj^ uter- 
ine neiv-growths, bicornate uteid, etc. Onlj'^ nine fall into the class 
of cases in which there is no gross anatomical abnormality as a cause. 
Since then probably 25 isolated cases have been reported. 

In reading the descinptions of the cases, one is struck bj^ their sim- 
ilaritj’’ in regard to previous historj’’, clinical picture, pathologic find- 
ings, and, too frequently^, in result. The fact that almost none of the 
cases were correctly' diagnosed before operation or autopsy' makes it 
particularly^ desirable that each case encountered should be reported 


^Presented at the Washington ^ledical and Surgical Society, November 22, 1920. 
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in detail, Avitli emphasis on the important points. Although 
to he reported in this commnuieation was meorreetly diagnosed be 
tee tirabdomen was opened, it seems, in retrospect, to have pro- 
seated a fairly clear picture of tlie condition.. 

In many of tlie cases reported, tlie diagnosis was ruptured ectopic 
pregnancy, ileus, appendiceal abscess, or otlier acute abdominal con- 
dition wbicb is accompanied by sbock. Tlie saving point, however, 
is that surgical interference is clearly indicated and tbe true nature 
of tbe trouble is soon learned. 

The mortality, maternal and fetal, in eases of rupture of the uterus, 
is appallingly high. In the 28 cases reported by Mereier, 23 died. It 
should he noted, however, that several of the cases in his series oc- 
curred in the pre-aseptic era of surgery. A larger number of the 
more recent cases were saved, hut at best the maternal mortality is 
■well over 50 per cent. The fetal mortality is practically 100 per cent. 
In a few instances it was reported that the fetus moved and breathed, 
hut never did it live more than a few hours. That rupture of the 
uterus does not always cause immediate deatli of the fetus is shown 
hy the reports of Leopold and Heurotin. In each of these cases the 
fetus was expelled into the abdominal cavity and underwent a cer- 
tain amount of development, as the placenta remained attached to 
the uterine wall. 


The chief predisposing canse of spontaneous rupture of the body 
of the uterus is multiparity. This is due both to hyaline degeneration 
of the uterine -walls as a result of repeated pregnancies, and to the 
fact that many of these patients have been subjected to intrauterine 
manipulations in the course of former labors. This is one of the points 
which should he stressed. In neaidy everj^ case the history states 
that there had previously occurred abortions, stillbirths, malpresenta- 
tions, or other abnormalities. In a significant number, the uterus had 
been curetted for retained seeundines. Occasionally an intrauterine 
douebe is mentioned, and in several instances manual extraction of 
tbe placenta had been resorted to. 


Some of the authors consider the presence of scar tissue follo-nung 
curettage or manual extraction of the placenta to be the cause of sub- 
sequent weakness of the uterine wall, hh'om a study of the histories 
and pathologic sections of those cases which have been fully reported, 
however, it seems more probable that the damage to the myometrium 
IS the result of mild infections which have followed those procedures. 
The fact that rupture has occurred after intrauterine douches and 
versions folloAving which there had been continued rise of tempera- 
ture, strengthens the theory that infection rather than trauma is re- 
sponsible for tbe friable condition of the uterine wall. 

Infanlili.sm has been found to be pre.sent in practically every case 
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of rupture in a priniipara. Sometimes tliis is accompanied by under- 
development of tlie tubes and ovaries, but more often there is a con- 
dition of extreme thinness of the uterine musculature. Baiseh speahs 
of these uteri as being “paper-thin.” These cases are in’the minor- 
ity and of course little can be done toivard their prevention. 

In some cases indirect trauma has been given as the immediate 
cause of rupture. The patients have valked or ridden long distances 
just before the accident. Some have had falls or merely stumbled. 
One, reported by Ai’m3dage, had been straining at stool. In manj’' of 
the reports, however, there is no record of previous trauma. 

The usual patholog}^ has been briefly mentioned in the preceding 
paragraphs. It consists principall}’- of hyaline degeneration of the 
uterine muscle in cases of high multiparit}’’; extensive round-cell in- 
filtration and extreme friability in patients with histories of previous 
uterine invasion: and in underdevelopment of the uterus and adnexa 
in the occasional primipara. In one or two instances exceptional de- 
grees of infiltration bj’- decidual cells have been noted, but usually in 
conjunction with one of the above-mentioned conditions. 

The site of the rupture varies. It has been found in the anterior 
and posterior walls, at the fundus both anteroposteriorlj’- and trans- 
versely, near each cornu, and in one case, along the right border. It 
is usuallj^ a linear tear, but once or twice it has been found to be a 
round opening. In McPherson’s case the rent was triangular. 

Enormous hemorrhage has been encountered in most cases, and 
internal bleeding has been the usual indication for operation. H. L. 
Bead, however, reported a case of rupture at the fifth month, in which 
the hemorrhage, while ghdng rise to sj’^mptoms, was not sufficient to 
cause the attending phj^sician to do more than put the patient to bed. 
At the end of a month she was able to do her housework. Two months 
later she was sent to Read, who found a large rent in the posterior 
wall of the uterus which had been closed bj'’ adherent bowel. 

In treating rupture of the body of the uterus, a few operators have 
sutured the rents as in ordinary cesarean sections. Nearly all have 
felt that supravaginal hj^stereetomj^ was indicated. In view- of the 
pathologic findings it would seem that in most cases the radical opera- 
tion is the proper procedure. Occasionallj'' a case has been treated 
bj’' simply packing the uterus, but probablj'- the ruptures in those 
instances were not at all extensive. 

CASE REPORT 

Mrs. K. V. C. was seen September 8, 1920, in consultation with Dr. S. L. Battles. 
The patient, 19 years old, gave a history of having been curetted following an in- 
complete abortion in 1918. She stated that she had a high fever for three weeks 
after the operation, so infection may be inferred. 

She was six months pregnant when seen by us, and had had an apparently nor- 
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mal T 5 re<niaTicy. On Septem-ber 4, 1920, after a motor trip of several boars, 
experLred a sudden sharp pain in the right lovver quadrant of the 
eral times during the last ferv years she had had attachs sinular to this hut not so 
severe. She had been told hy the physicians who attended her dunng these attac -s 
that they were due to appendicitis, hut she had each time refused operation. 

Since the onset of the pain she had felt no fetal movements. The pain was 
constant and had become more severe. Her bowels had not moved for two days, 
and for two days she had vomited frequently. There had never been intermittent 
pains suggesting labor. She was seen late at night, September 7, by Hr. Battles, 
and an enema ordered by him resulted in a large bowel movement. 

The patient was a young white woman, well nourished but very pale. Hips and 
conjunctivae pale pink. Pulse 110, of good volume. Temperature lOl” P. Leuco- 
cytes 23,000. Hpper half of abdomen distended and tympanitic; all below umbili- 
cus, of board-like rigidity and extremely tender. Maximum tenderness was directly 
over MoBurney’s point. An intraabdominal tumor reached to the umbilicus but 
could not be well mapped out on account of rigidity and tenderness. No fetal 
heart sounds or fetal movements could be fonnd. 

Vaginal Examination. SmaU, soft cervix, high in the pelvis, at first suggesting 
abdominal pregnancy. By forcing a finger into the cervical canal as far as the in- 
ternal os, one pole of the fetus could be touched but not identified. 

Diagnosis . — On account of the site of the initial pain and maximum tenderness, 
tlic vomiting and the history of attacks of appendicitis, a diagnosis was made of 
appendiceal abscess with dead fetus. Internal hemorrhage was not considered 
probable on account of the comparative slowness of the pulse and the five-day dura- 
tion of the acute symptoms. 

Operation . — ^A laparotomy was performed two and one-half hours after the pa- 
tient was first seen. The abdominal cavity was found to be full of blood and clots. 
After as much blood as possible had been removed, the uterus was found to be torn 
from the fundus to just above the internal os in the midline of the posterior wall. 
About one half of the placenta and three inches of cord extruded through the rent 
and the head of the fetus was just within the opening. The fimbriated ends of both 
tubes were bound by adliesions to the bottom of the culdesac, and the right ovary 
was embedded in dense adhesions. After removal of the placenta and fetus there 
was practically no bleeding. 

The uterus was amputated above the cervix, and both tubes, with the right ovary 
Avere removed. On account of the poor condition of the patient the appendix was 
not examined. The peritoneum was closed with a continuous suture of catgut, and 
the other layers were brought together with through and tlirough sutures of purple 
thread. Salt solution was given under the breasts throughout the operation 

Postoperative Motes.— The patient was put to bed, external heat applied, and 
an enema of salt solution and coffee was given. Morphine sulphate, gr. % mas 
admm.storcd hypodermically, and as soon as the patient reacted proctoclysis was 
started The morphine was repeated twice during the night. Transfusion was con- 
sidered, but the patient seemed to be reacting so well tliat it was decided to post- 
pone this procedure in case it should be more desirable later 

quantity of water by month 
during ho night. Her pulse, which could not be counted when she' left the oper- 

Tlirno down to 156, and by morning it was 142. She voided satisfactorily 

riic next day there was some vomiting and distension, but she was relieved 

- p- --d 
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got out of bod, but her nurses saw no other sign of mental disturbance. At about' 
6:00 F. M. on that day the nurse left the room to bring some nourishment. "When 
she returned she found the patient seated in a cliair by an open window across tlie 
room from her bed. She was carried back to bed pulseless, soon became comatose, 
her temperature 'went up to 106° F., and in about six liours respiration ceased. 

As an autopsy was not allowed, the actual cause of death is not kno'wn. Em- 
bolism seems probable. 

Pathologjc examination of the specimen showed the posterior wall of the uterus 
to be very soft and friable. The microscope showed extensive hyaline degeneration 
and round-cell infiltration throughout the entire thickness of the muscle. 

In this ease it would seem that the probable explanation of the 
rupture is that a mild infection following the curettage had resulted 
in chronic metritis. That infection had been present seems certain 
from tlie history, tlie pathologic findings, and from the presence of 
adhesions to the appendages. The tubes did not have the appearance 
of gonorrheal pus tubes, and the fact that pregnancj’’ had taken place 
shows that the infection was not of the tj^pe that occludes the tubes. 

How much the adherent appendages had to do with causing the 
rupture is hard to say. They may have been a predisposing factor in 
that they hindered the upward growth of the uterus and caused the 
posterior ivall to tear before the organ was subjected to the strain of 
labor. 

In treating this particular case, the uterus was removed because 
tlie entire posterior wall was too friable to hold a suture. Otherwise, 
in view of the desperate condition of the patient the rent would have 
been closed and the removal of the diseased organs postponed until 
a more favorable time. 

CONCLUSIONS 

1. Spontaneous rupture of the body of the pregnant uterus before the 
onset of labor is the result of changes in the mj^metrium due to (a) 
multiparity, (b) intrauterine manipulation with consequent infection, 
(c) infantilism. 

2. Multiparity and infantilism are unpreventable, but in these eases 
the danger should be borne in mind. 

3. In addition to the immediate dangers attendant on postpartum 
curettage, manual extraction of the placenta, and other uterine inva- 
sions, the late effects may be fully as serious and death of mother and 
child from rupture of the uterus in a subsequent pregnancy may be 
the result. 
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THE Ca^'SE of tubal PREGNANCY AND TUBAL TAYINNING'^ 
Bv Leslie B. Area’, Cpucago, III. 

From the Anaiomicnl Lnhoratori/, Northwestern University Medical School. 

•INTRODUCTION 

I N tlie course of an examination of all recorded cases of unilateral 
tubal twins ( ’22'=, 22'^, 22°) it became apparent that tlie frequency 
of inonocborial to dicborial specimens was about fifteen, times greater 
than might have been expected from the uterine I’atio. Stages were 
found wliieh show how some double ovum specimens fuse and thereafter 
simulate true single ovum monochorial twins (’22°), There is little 
doubt that this process is responsible for part of the disproportionate 
ratio just mentioned, yet it seems probable that some other factor 
operates as well, and this appears to be an excessive twinning tendency 
among such tubal specimens. Tliis conclusion turns upon certain re- 
cent conceptions of the causes responsible for tubal pregnancy and the 
twinning impulse. Since these authoritative monograplis are. doubtless 
familiar only to those who follow the technical anatomical publications, 
a suimuarization of their contents may prove instructive beyond their 
.direct application to the question at hand. 


THE cause op tubal PREGNiANCY 

^lall (’15) has studied the material in the extensive Carnegie col- 
lection, ivliere both specimens and clinical histories are available in many 
instances} his exceptional qualifications and the unique material at his 
disposal entitle Slall’s conclusions to great consideration. Excerpts from 
this monrgraph will be quoted and paraphrased. 

Tubal pregnancy is associated with “inflammatoi-y changes which 
must have preceded the lodgment of the ovum in the uterine tube. . 

Any change which delays the ovum in its progress will favor tubal 
pregnancy.” Abnormal blind tubes and diverticula are proved eausa- 
tn-c factors, but they arc rare. Much more Common are chronic in- 
fi.mmmi ions followed by adbc.sions and kinking of the tube, althoimh 


•Contril'Uiion No. 93. 
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“it is difficult to associate adhesions on the outside of tube ivith the 
arrest of an OA'um ivithin its lumen ” 

“It is also noticed that tubal pregnancy usually takes place in ■women ■who have 
given birth to a cliild and then been sterile for a considerable period.* This fact 
is well knouTi to gynecologists, and they are inclined to believe that the occurrence 
of tubal pregnancy indicates that the inflammatory condition in the tube, which 
prevents pregnancy for a number of years, is gradually disappearing, so that if 
tubal pregnancy had not taken place, the chances are that the tube would have 
become healed in a few yeans, thus permitting the fertilized ovum to reach the 
uterus. This theory receives strong support from the study of numerous cases of 
tubal pregnancy. If the ovum within the tube contains a normal embryo, there is 
but little adjacent inflammation. If it contains a pathological embryo, the changes 
in tlie tube wall are usually marked, and when the ovum is well disintegrated the 
changes are still more pronounced. Read in the other way this would mean that if 
the inflammatory condition is nearly] Jiealcd, the ovum implants itself in the tube 
and grows normally, but if the results of infection arc still pronounced, the omm 
rapidly disintegrates. Such an inflammatory process is signalized not only by an 
inflammatory reaction in the tube wall, but also by very pronounced clianges -within 
the tube lumen, the most common being a condition known as follicular salpingitis 

(Opitz). The tubal folds hypertrophy, their tips becoming adherent 

"While this process is at its height, it is clear that an ovum cannot pass through the 
tube and much less can the spermatozoa pass outward to reach the O'vum. It is 
only after this process has abated somewhat that it is possible to have conditions 
suitable for the production of a tubal pregnancy, 

“Another tj’pe of change [is] .... an outpocketing of the epithelial lining. 
Here the muscular ■wall is thick and fibrous and numerous small diverticula reacJi 
out into the muscular coat. Sometimes these are markedly distended at their blind 
ends 

. “When the ovum lodges at the outer end of the tube, we should c.vpect the outer 
end of the tube to be lined with fairly normal mucous membrane, but if the ovum 
is delayed in its progress and becomes too large to pass later through the uterine 
end of the tube, wm should expect to find the tube lumen reduced in size in this 
situation. A third tjpe of implantation usually takes place in the middle of the 
tube, and is the most common variety. In this type we most frequently encounter 
tubal inflammation and follicular salpingitis. It seems that the ciliated cells can 
carry the ovum to the middle of the tube, but no further. 

“The nature of the inflammation which appears about a tubal pregnancy” seems 
in certain instances to be “due to the tightening up of an old infection that had 
occurred at the time of a previous labor, although the evidence points more toward 
venereal disease as a more usual etiological factor.” 

AN EXPLANATION OP TANNING 

Tlie ea-use of twdnning is a topic of 'umisual intei'est. The common 
“fraternal twins" which result from double ovulation may be dismissed 
from consideration. Properly speaking they are not twins at nil. But 
what is the explanation of true twins — -homologons or identical, so- 
called? That they come from a single omim is cei’tain (’22'^; ’22’’). 

*In another place (*22d) the writer has shown the length of thiis period to b<; about six 
years, 

i 
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abey; tubal pregnancy and tubal twinning 


The question is how. A predisposing hereditary factor, or tuunning 
tendency, is responsible at best only for certain double ovum specimens 
Single ovum twinning, on the contrary, is not directly inlienta ) c , i 
results simply from factors outside the egg which influence the course 
or rate of development. 

In a remarkable monograph Stoekard (’21) has presented the re- 
sults of ten years’ experimentation on the controlled production of 
monsters and twins. He is able convincingly to reduce the primary 
cause of all abnormal developments, including twins, to a single factor 
— developmental inhibition or arrest-, the exact type of deformity that 
results depends solely on the precise moment when the interruption oc- 
curs. 

The direct application to twinning is as follows: The periphery of 
the blastoderm possesses many potential points where an embryonic 
axis might arise. In ordinary single development one such growing 
point, apparentlj^ by virtue of its favorable positional advantage, gains 
the supremaej’’ and suppresses aU other potential points, just as tlie 
terminal bud does the lateral ones in some plants. If, however, the 
developmental rate is slowed at the critical moment when this axis is 
about to assert its dominance, its advantage is then lost and one (or 
more) neighboring points can now compete on more equal terms and 
may assert themselves as additional embryonic axes. If tliese growing 
points are far apart, separate individuals result; if nearer together, 
various degTees of conjoining. The critical moment for twinning is 
at the onset of gastrulation, which in mammals corresponds to the forma- 
tion of a primitive streak. Direct experiments on fishes refer the cause' 
of arrest to retarded oxidations. Occasional twinning in the chick and 
the quadruplet formation in the Texas armadillo corroborate this view. 
Both are subject to arrest and reduced oxygen supply — ^the chick’s egg 
by a lowering of temperature when laid, tlie armadillo blastocyst by a 
quiescent period of several weeks in the uterus before it becomes im- 
planted. 


The various organs likewise have definite critical moments of origin. 
A particular tjqie of anomalj^, then, will depend on the precise moment 
when the developmental arrest became effective. Thus Stoekard has 
been able to differentiate the following successive groups and their 
time relations by experimentation on fishes: (1) Twins and double 
embryos (pregastrulation stages) ; (2) suppression and malformations 
of the eyes (before embryonic shield) ; (3) suppression of primary brain 
ventricles (at earliest appearance of embryonic shield) ; (4) mouth and 
branchial systems (embryonic shield stage) ; (5) otic vesicle (later em- 
bryonic sluelcf stage) ; (6) liver and pancreas (embryonic line stage). 

Thus the production of twins (separate or conjoined) and all nou- 
hereditary malformations of organs and parts are reducible to a sin»-le 
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causative factor, namely, a properly timed developmental arrest. This 
generalization constitutes one of the most notable contributions to 
modern embiyologj". 

AN explanation OP HUMAN TWINNING, ESPECIALLY TUBAL 

These fundamental concepts should apply equally well to human ah- 
normalitics and twinning, provided the ovum is subject to delay before 
implantation and to arrest aftenvard. There is ample evidence of both 
conditions in the tube. The fertilized ovum ordinarily occupies a week 
or more in its passage to the uterus. During this period it does not 
normally attempt to attach to the uterine tube. But, as Mall (’15) 
has concluded, ‘ ‘ Any change which delays the ovum in its progress will 
favor tubal pregnancy.” Such impediments arc abnormal diverticula; 
double tubes; kinking of the tube tlirough adliesions; adherence of the 
mucosal folds (follicular salpingitis); epithelial diverticula; impair- 
ment of the ciliated cells. Delays due to migration from the opposite 
ovary are known also. Since tubal implantation is definitely associated 
with preceding iuflaramatoiy changes (p. 163), it follows that the 
mucosa has thereby been injui’cd, but at the time implantation is pos- 
sible the inflammation must be largely healed (p. 364). The ovum 
is taken up liV the mucous membrane at the outer end of the tube, 
whereupon its fate varies. Due to impairment of the ciliated cells it 
may be delnyccl in its progress until it gets too large to pass through the 
narrower portion of the tube into the utei’us; or in other eases it wan- 
ders into blind pockets or epithelial diverticula ; more commonlj’" still the 
ovum is transported to the middle of the tube, Avhere inflammation and 
follicular salpingitis are most common, and there becomes stranded be- 
cause the ciliated cells can carry it no farther. 

When the progress of an omm is blocked in one of the waj'^s desig- 
nated, it may then attack the tubal wall; in the meantime, however, it 
has attained a later stage of development than is customaiy at implanta- 
tion. If, therefore, such delayed implantation and the establishment of 
tardy or inadequate oxygen relations should cause a developmental slow- 
ing at the critical moment for twinning, two embryonic axes would 
assert themselves, as in the fish, chick, and armadillo, and monoehorial 
twins result. This outline of events becomes a natural inference when 
Stoekard’s discoveiy is applied to the Imomi condition of the tube and 
owmi in tubal pregnancy. It helps account rationally for the prepon- 
derance of single ovum twin pregnancies in the tube, ■which by its 
greater susceptibility to prolonged and slowly clearing chronic inflam- 
mation further explains why the uterus bears relatively fewer single 
ovum twins. 

The production of uterine monozj’^gotic twins and monsters is doubt- 
less closely allied ■ndth, or even indirectly dependent on those condi- 
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tions in the tube just discussed. A uearb^ healed or structurally modi- 
fied tube might deliver the ovum to the uterus, although tardily ; si- 
multaneous inflammation of the uterine mucosa would appear to be in- 
dependently adequate. To what extent these factors operate sepa- 
rately and in combination must remain unsettled.. 

There is a demonstrable frequency -of faulty implantation in tubal 
pregnancies. • Mall failed to find a typical decidua here and hence its 
fmiction in checking hemorrhage by forming a dam between the tips 
of the villi and the eroded mucosa is foregone. There result numerous 
hemorrhages, which form old clots between the villi. “Even the best 
of specimens frequently show such extensive hemorrhage around the 
chorion and such marked degeneration of the villi that it is a wonder 
tliat the ovum continues to groiv normalbn” Cliecks, permanent or 
temporarjq Avliile the chorion is struggling to overcome natural deficien- 
cies in its nidus are sufficient to account lioth for excessive twinning, 
if the delay prior to implantation be not sufficient, and for the ob- 
seiwed double frequency of malformations in these specimens (Mall ’17) 
OA'-er the uterine group. 

Intensive studies on normal and pathological tubal implantation con- 
vinced Mall that the primary causatiAm factor of such monsters is faulty 
implantation which preA^ents an adequate transfer of Aiutriment. Stoek- 
ard agrees AAuth the primary element but from his experimentation is 
forced to attribute the proximal cause to inadequate oxygen. 
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REPORT OF A CASE OF LABOR COMPLICATED BY OVARIAN 
CYST AND SMALL POX: OPERATION: SPONTA- 
NEOUS DELIVERY: RECOVERY 

By R. a, Bartholo:mew, ]\I.D., F.A.C.S., Atlanta, Ga. 

Mrs. S. AV., colored, age thirty, Grady Hospital No. C722, was admitted Jan. 
13, 1921, in labor. She had always been in good health, had had no operations, 
and no serious illnesses except pneumonia and malaria in childhood. She had 
no symptoms of venereal disease. The menses had begun at 13, and had always 
been regular and normal in duration and amount. She had been married six years, 
and had had nine pregnancies, three of which resulted in miscarriages. Four chil- 
dren are living, the oldest six years, the youngest 14 months. These pregnancies 
and labors were full term and normal, the first lasting “several days,” the last, 
four hours. The puerperia were normal. 

The last period occurred April 26, 1920. There had been no abnormal symptoms 
and no complications throughout the pregnancy, except that for several days pre- 
ceding admission, she had had severe backache, chills and fever. (There was a 
mild epidemic of small pox in the city at this time and, as was aftenvard ascer- 
tained, the patient had never been vaccinated.) 

Labor pains began Jan. 13, 3 A. M., and she was admitted to the hospital 11 
A. ir. at which time the temperature was found to be 100, pulse 128, and respira- 
tions 20. Examination showed heart and lungs normal; blood pressure 135-75; 
measurements, interspinous 24 cm.; intercristal 27 cm.; external conjugate 20 cm.; 
the fundus extended to the ensiform; the fetus was in the R. 0. A. position and 
the head movable over the inlet. The fetal heart sounds were normal. The mem- 
branes ruptured spontaneously at noon, following which a rectal examination 
showed the head movable at the inlet and the cervix dilated about 6 cm. There 
was an ill-defined, semicystie mass palpable high up, posterior to and just above 
the level of the cervix, and which could not be easily displaced. As the patient was 
a multipara and the pains rather irregular and of short duration, it was thought 
that a. natural delivery might take place if the patient was given more' time to 
overcome the obstruction high up in the pelvis. There seemed to be no plausible 
explanation in the history or ph 3 'sical findings for the elevation of the temperature 
and pulse, and the patient seemed to be in good condition and showed very little 
evidence of discomfort. 

At 7 P. AX. the temperature was 100, pulse 118, and respirations 28; the pains 
occurred every 5 to G minutes but were of short duration; the breech was in the 
fundus, the back in the midline, the head over the inlet and still movable, and 
showed no definite cephalic prominence. The fetal heart sounds were normal. There 
was marked tenderness to palpation over the pelvis. Taginal examination showed 
the cervix almost completelj- dilated, the head presenting, somewhat dcfle.xed and m 
posterior as^mclitism, the large fontanelle being easily reached just to the right of 
the midline and the sagittal suture transverse and just behind the pubes. The 
posterior parietal bone was markedly overriding the anterior. The tumor mass was 
now distinctly palpable, har-ing been forced down deep in the culdesae. It was 
fixed, smooth, very tensely cystic, and tender, and had the size and shape of an 
adult’s kidnej-, lying transverselj-, convex surface down. The mass was even more 
distinctly palpable by rectal examination. 
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Deliverj" was evidently completely obstructed by an ovarian cyst and baparotonij 
ui'f^ently indicated. Tbe abdomen was opened under light ether anesthesia, by an 
incision extending from the pubes to about 5 cm. above the umbilicus. The tumor 
was found to be a large cyst of the left ovary, wedged deep into the culdcsac, and 
adherent by moderately firm adliesions to the posterior vaginal wall, lower uterine 
segment, and lateral and posterior pelvic walls. Very little could be accomplished 
until the pregnant uterus, covered with warm, moist sterile towels, was lifted out of 
the abdomen and held anteriorly to the right. The adhesions were then gradually 
separated and the tumor freed and removed at the pedicle ■U'ith the fimbriated end 
of tube. The pedicle was ligated and transfixed to control all bleeding. The right 
tube and ovary were normal. The pregnant uterus was then replaced in the ab- 
domen and the abdominal incision closed. 

Contractions of the uterus which were very light and infrequent during the opera- 
tion, recurred with greater strength and frequency after replacing the uterus and 
at the end of half an hour following the operation, the baby was delivered spon- 
taneously and normally while the patient was reacting from the anesthetic. The 
baby was a healthy appearing, seven pound, male child, and cried vigorously within 
a few minutes after birth. There was no laceration, and the placenta was ex- 
pressed complete after the usual interval. The pulse after delivery was 9C and 
there was no excess bleeding. 

Examination of the cyst after operation showed it to be a dermoid cyst of the 
ovary, 15 xS cm.; irregularly oval in shape. On section of the cyst, it was found 
to be multilocular, there being two large and one small locule filled with putty-like, 
yellow sebaceous material and masses of hair. A tooth was found in the locule 
nearest the pedicle. 

The temperature and pulse were practically normal on tlie day following opera- 
tion, and thereafter. On the second day after operation the patient developed a 
typical small pox eruption over the forehead, arms, hands, wrists, etc., and which 
passed through the various changes tj-pical of such eruption, and disappeared by 
the time the patient was discharged from the hospital. The abdominal wound 
healed by primary union and there were no postoperative complications. 

The baby was vaccinated after birth and showed no evidence of the disease at 

any time. It nursed and gained satisfactorily and was discharged with the mother 
Feb. 3, 1921. nmumr 

20 Ponce de Leon Avenue. 



THE SERVICE OF AN OBSTETRICAL CLINIC TO THE 

CO]\r]MUNITY«= 

By Arthuk H. Morse, M.D., New Haven, Conn. 

Fiom the Department of Obstetrics and Gynccoloejy, School of Medicine, 

Talc University. 

T N CONSIDERING the service of an obstetrical clinic to the coin- 
niunity, mj’- vie^Ypoint is that of a university teacher whose activ- 
ities lie in both hospital and medical school, and who therefore comes 
in contact with dispensary, ward and private patients, and is in con- 
stant touch with junior assistants, medical students, nurses and gen- 
eral practitioners. Since the degree of seiwiee which the clinic can 
contribute depends so largely upon its physical plant and organized 
personnel, these will be emphasized first. The various aveiiues through 
which the service of the clinic can be directed will then be shown. 
Pinallj’’, as important requisites for improving conditions pertaining 
to the welfare of women and infants, I shall advocate extending the 
province of the obstetrical clinic to include the study and treatment 
of all diseases of the female generative organs and further educating 
the public regarding proper attention during pregnancy and labor. 

To be most effective, the various activities of the clinic should form 
by themselves a departmental unit of a general hospital. This de- 
partment should possess a sufficient number of beds, both free and 
semiprivate, delivery and operating rooms properly equipped, a pre- 
natal clinic, an out-patient service for the care of Avomen who are to 
be delivered at their homes, and a postpartum clinic for the super- 
Ausion of Avomen following delivery. MoreoAmr, there should be labo- 
ratories equipped for the conduct of inA'^estigatwe work. Finally, 
there must be an, adequate staff of trained assistants and nurses. 

The senior staff should consist of a chief of service and his associ- 
ates, whose principal duties are the care of patients, the teaching of 
students and the direction of inAmstigathm AAmrlc. The house staff 
should be composed of a resident, assistant residents, and inteimes. 
Personal experience has taught me that the pursuit of an aetwe prac- 
tice precludes the proper conduct of a modern clinic. Therefore, 
Avhile the strict academic plan may not proAm to be ideal, I am con- 
Aunced that a clinic exerts its widest influence if the director and his 
associates confine their work to one hospital. A graded house staff 
consisting of residents and internes is of notable advantage to sur- 
geons and to patients. Men AAdio haAm adAmnced through preliminary 


*K.ead at the Annual greeting of the American Child Hygiene Association, October 14, 1922. 
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training to the residency are in a position to share the responsibilities 
and strains of clinical work and are qualified to care for sudden ob- 
stetrical emergencies. In addition, the resident staff is a yaluab e 
adjunct to the teaching force of the clinic. 

The first duty of the clinic is the care of patients. The number of 
hospital beds assigned for this purpose varies according to the com- 
munity, but for the type of staff which I have in mind this should 
not exceed one hundred. Of this number a certain proportion should 
he reserved as a prenatal ward for the observation and treatment of 
abnormal eases of pregnancy. Furthermore, it should be emphasized 
that the possession of prenatal beds makes available facilities which 
are indispensable for the proper instruction of students and nurses. 

From this brief outline of the organization and administration of 
a clinic, I turn to a consideration of the avenues through which it can 
contribute to the welfare of the community. Patients should be en- 
couraged to register in the prenatal clinic in the early months of 
pregnancy. At the first visit, a thorough general physical examina- 
tion should be made during which particular attention should be 
directed toward the discovery of pulmonary or cardiac lesions. Blood 
should be taken for a Wassermann reaction, the urine should be stud- 
ied, and the blood pressure should be determined. Finally, the pel- 
vis should be accurately measured. 

In encouraging attendance on the out-patient clinic, no factor is of 
greater advantage than consultations by appointment. We have re- 
cently adopted this system and it has proved so satisfactory that I 
shall speak of it in detail. The dispensary clientele is no longer re- 
quested to be present at the opening hour of the clinic, but each 
woman is assigned a definite appointment for each consultation. In 
this way, the irregularity of attendance so familiar to all of us is 
avoided and an even distribution of patients is obtained. As a result, 
no time is wasted as under the old system. This is an important item 
to women who are employed and to mothers who are burdened with 
household duties and the care of large families. Under this system, 
the energy of the clinician is better utilized and he is enabled to give 
more concentrated study to the individual patient. Interesting cases 
are more carefully followed and if desirable grouped for instruction. 
Moreover, the student’s interest is aroused and the quality of his 
work is improved. We are gratified also to find that the appointment 
system conserves the time of social workers and nurses connected 
with welfare organizations, for formerly they were obliged to wait 
when they accompanied patients to the' dispensary for consultation 
Under ffie new system, these workers can arrange for appointments 
and their patients will he seen at the periods allotted to them Those 
who are associated in the conduct of a woman’s clinic should know 
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that even a dispensary patient possesses a certain delicacy of feeling 
and they should realize that privacy influences a woman’s ps3’’cholog- 
ical reaction. The least offence is given and the best results are ob- 
tained when the woman visiting the dispensary is afforded that con- 
sideration which would be given her by a private physician. The 
adoption of the appointment system is a step toward this ideal. In 
order to give equal oppoidunities to middle class patients, who cannot 
afford the expense of numerous consultations but do not wish to be 
objects of charity, it appears that similar pay clinics would offer a 
much needed service to the community. 

The outside sendee is concerned principally Avith the deliver.v at 
home of multiparous Avomen Avho present no abnormalities. Pidmip- 
arous Avomen should not be attended bj’' this serAdee for the obAdous 
reason that the character of labor in these patients is uncertain. 
Neither should the entire responsibility for out-patient delweries be 
entrusted to undergraduates alone, but a student should be accom- 
panied by a member of the staff and a nurse. As a means of instruc- 
tion the Amine of an out-patient service is debatable, for it appears quite 
as little justifiable to teach abdominal surgerj’- in a poorly equipped 
home as to teach obstetrical technic and operative procedures under 
similar circumstances. Therefore, I am in accord Aidth those who 
favor the abolition of out-patient seridces and the restriction of the 
teaching and practice of the obstetrical clinic to the hospital. 

If the service of the clinic is constautlj’’ to improve, the staff must 
reAdeiv all details in each case on discharge. Nor does the duty of 
the clinic end here. Upon leaAdng the Avards, the patient should be 
directed to return upon a stated date to the postpartum clinic. Such 
a routine study of patients following deliAmrj' frequentlj'" reAmals in- 
juries to the pelAuc floor or pelAuc abnormalities Avhich demand opei’a- 
tNe treatment if the Avoman is to be returned to sound health. On 
the other hand, future surgical interference maj^ be obAuated as Avheii. 
for example, a puerperal retroflexion of the uterus is permaneutl.A 
corrected by the insertion of a pessai'y* MoreoAmr, prolonged observa- 
tion is particularly indicated in those patients Avhose pregnancies 
have been complicated bj’- a toxemia or by a cardiac lesion, for the 
information derNed in this Avay is iiiAmluable in the eA’^ent of a sub- 
sequent pregnanejL 

Noaa’’ the efficiency of the ante- and postpartum clinics and of 
the outside obstetrical service, if that be still maintained, depends 
largely upon the possession of an adequate personnel of Avell-trained 
obstetrical nurses and social AAmi'kers. It is their duty to see that 
patients are gNen their appointments and that they return at proper 
inteiwals for subsequent examinations. They instruct prospective 
mothers regarding such matters as a proper diet, the adAdsabilitj’ of 
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refraining from excessive work during tlie latter part of pregnancy 
and the significance of antepartum hemorrliage. If tliere are evi- 
dences of a toxemia, they direct tke patient to tke dispensary or hos- 
pital for examination or treatment. Then, too, the decision to deliver 
a patient outside the hospital frequently depends upon the results o 
their investigation of the home surroundings. No one familiar with 
the work of a modern clinic ivill undervalue the services which this 
division of its personnel contributes to the community. 

Another type of service depends upon the fulfillment of responsi- 
bility of the clinic as a teaching center. Its resident staff is com- 
posed of young men who will later become practicing specialists or 
perhaps teachers and directors of similar departments in medical 
schools or hospitals. These men should be allowed every opportunity 
for familiarizing themselves with the methods of prenatal care, the 
conduct of labor and the puerperium, the pre- and postoperative care 
of patients and ward administration. Moreover, they should he taught 
the various surgical procedures employed in the treatment of obstet- 
rical and gynecological patients and should be given experience in 
the instruction of students. 

No one familiar with the general low standard of obstetric practice 
will underestimate the importance of student instruction. Students 
of today become the practitioners of the future and through them the 
ideals of the clinic are carried directly to the community. There- 
fore, adequate undergraduate training is essential if the standard is 
to be raised. All students should be taught the fundamentals of ob- 
stetrics; in addition, elective courses should be offered to those who 
wish to do more advanced work. Such an elective plan makes pos- 
sible intensive teaching to smaller groups of selected fourth-year men. 
Moreover, men so trained will be of greater value to the community 
as general practitioners, while they -svill possess a foundation upon 
which to build if they choose to engage in postgraduate studies. . 

One of the greatest obstacles to the successful conduct of an obstet- 
rical clinic is the difficulty encountered in obtaining well-trained ob- 
stetrical nurses. Pew women choose this branch of the profession as 
their life work and many state frankly that they dislike obstetrics. 
However, in many instances the aversion which is felt toward this 
field of medicine depends upon inadequate knowledge concerning it. 
Pupil nurses are impressed with the drudgery of obstetrics; then- 
deep interest in the subject as one of the most important divisions of 
surgery is seldom aroused. Furthermore, the usual undergraduate 
training is insufficient to impart that degree of information which 
conduces to equanimity during the progress of a difficult labor. 

Now the nurse bears a heavy burden of responsibility and in order 
to have peace of mind while earing for an obstetrical ease, she must 
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possess an adequate amount of scientific knowledge. In addition to 
her experience of general surgical nursing, she should know the anat- 
omy and physiologj' of the female generative organs and should he 
informed concerning the physiological changes which occur during 
pregnancy. She should he familiar with the symptoms and signs 
which indicate the presence of abnoi’malities in the prenatal period. 
She should understand the mechanism of labor and should he ac- 
quainted with the physiological and pathological changes of the puer- 
periuni. Well-trained obstetrical nurses not only are essential for the 
proper conduct of a modern clinic, but they compose an important 
division of the personnel of social and welfare organizations. In this 
connection state health departments find it difficult to secure nurses 
adequately trained in this branch of the profession to act as super- 
visors in the field. Consequently, the clinic shoidd he glad to coop- 
erate in the education of the nurse and should offer her opportunities 
for advanced postgraduate instruction. 

Since the majority of obstetrical patients first consult the general 
practitioner, he frequently encounters major obstetrical complica- 
tions which need the resources of the clinic for their proper solution. 
In these matters, the attitude of the staff should he sympathetic and 
friendly. The local physician should be encouraged to confer with 
them concerning difficult questions of diagnosis and to send to the 
hospital complicated eases of pregnancy and labor which require the 
facilities of a well-equipped clinic for their successful treatment. In 
brief, the too frequeutl}’" prevalent spirit of antagonism should be 
obliterated and hospital and local physician should cooperate for 
the welfare of the communitjL 

Cooperation between the clinic 'and welfare associations offer’s an- 
other means by which valuable service may be rendered. These or- 
ganizations come in close contact with women of limited education 
and means, and they possess conspicuous opportunities for raising the 
standard of obstetric practice by emphasizing the importance of ade- 
quate prenatal care and of skilled attention during delivery, jilore- 
over, their visiting nurses can influence many women to visit the 
dispensary for examination or treatment. Finally, duplication of work 
and equipment would be avoided and a notable step in advance would 
be made if established clinics were to act in the role of consultant 
for the prenatal centers which are being deA’^eloped throughout the 
countrj^. 

The staff of a modern hospital should further contribute to the wel- 
fare of the community through investigative Avork in obstetrics and 
gynecology. In addition, therefore, to the facilities which I have 
mentioned, the obstetrical clinic should possess laboratories equipped 
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for the study of anatomical, physiological, pathological and chemical 
problems. 

Having indicated the type of service which an obstetrical clinic- 
can render, I wish to point out the greater value to the community 
of a departmental unit which deals not only with obstetrics but 
which includes within its province the study and treatment of the 
pathology of the entire female reproductive tract. Prom experience 
in general surgery and obstetrics, I believe that no complications 
occur which demand greater judgment and skill than do those ivliich 
are met by the obstetrical surgeon. For example, he must treat such 
conditions as a ruptured uterus, or a perforation of the uterus asso- 
ciated with laceration of the intestine; he must be capable of deliv- 
ering successfully a patient who presents an adherent incarcerated 
uterus at term. In any one of these circumstances the life of the pa- 
tient is further jeopardized unless the operator is proficient in the 
technical procedures employed in pelvic and abdominal surgery. But 
since the percentage of abdominal operations in a clinic limited to the 
care of obstetrical cases is relatively small, this necessary technical 
skill can be gained only in a department which combines the study 
and treatment of obstetrical and gynecological cases. Moreover, such 
an organization provides distinct advantages for investigative work, 
leaching and clinical instruction. It attracts to its personnel assist- 
ants of a higher grade than if its work were restricted merely to the 
care of women in labor. It benefits the commrmity by developing men 
of broad knowledge and experience who are qualified to deal not 
only with the less intricate problems of pregnancy and labor, but also 
with the major obstetrical and gynecological complications. 

Greater efforts must be made toward the education of the laity re- 
garding the necessity of adequate supervision throughout pregnancy 
and of skilled attention at the time of deliveiyL They must be brought 
to realize that, excepting gonorrheal infection and tumors, practically 
all diseases of the female reproductive tract are intimately related 
to childbirth and are largely preventable. They must be taught that 
for primiparous women and for all those presenting abnormalities, 
a well-equipped hospital is the safest place for delivery. Finally, they 
must leain that the successful management of the major obstetrical 
complications depends upon the surgeon’s possession of the highest 
type of judgment and skill. 

To leeapitulate: Such a clinic should be a dhdsional unit of a 
general hospital and should be conducted by a senior staff whose time 
and mergios are rrlrolly devoted to fte activities of the department 

and hy a ,m,ior honse staff composed of a resident, assistant rest- 
dents and internes. 

Contributions shonld be made to the eommnnity by cooperating with 
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general practitioners and welfare organizations in tlie care of patients, 
by training future teacliers and specialists, by teaching students and 
nurses and by investigating problems relating to pregnancy and the 
diseases of women. In order that poor women and those of the mid- 
dle class may avail themselves of the facilities of the clinic, it must 
possess free and semiprivatc beds. 

The greatest service will be rendered to the community by a clinic 
which cares not only for normal and complicated obstetrical cases, but 
which includes vdthin its province the study and treatment of all patho- 
logical conditions of the female generative system. 

Finally, that the service of the clinic may be extended to the great- 
est number of women of the community, the laity must be so educated 
along the lines I have indicated that they will be eager to seek the 
advantages which are available to them. 


klANAGEMENT OP THE PLACENTA IN ABDOIMINAL PBEG- 
NANCY, AVITH A CASE PEPOKT^ 

By Williaiu A. Jewett, 311)., F.A.C.S., Brooklyn, New. York 

T he number of cases of extrauterine pregnancy that progress to 
term or near term is comparatively small. They do occur with 
sufScient frequency, however, to warrant our serious consideration. 
The very gravity of the condition demands the reporting of every 
case, and these reports should contain ■ complete data in reference 
to the attachment of the placenta, its treatment and the end result. 
It is onlj^ in this waj"- that an adequate amount of material can he 
obtained for a proper study of the best method of handling the 
situation. 

The diagnosis of abdominal pregnancy having been made, the 
child must be removed by abdominal section. There can be no differ- 
ence of oijinion on this point. The serious question that then must 
be decided is: AVhat procedure will best safeguard the interests 
of the mother f To answer this question Ave must first determine 
udiether or not the placenta can be remoAmd Avithout danger of serious 
blood loss to the patient. If the blood supply can be controlled, the 
placenta should be remoAmd. Fortunately in manj’’ instances its at- 
tachment is more or less pedunculated. Under such conditions the 
base may be ligated and its remoA'^al accomplished AA’ithout dangei. 
At other times, though it be attached by a broad base, the site is 
such that the blood supply can readilj’’ be controlled by clamp or 
ligature prior to its separation. Such locatioirs may be on the bodj 
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of the uterus, the broad ligaments or the adnexa. The ovarian and 
uterine vessels can be. ligated as the first step in the operation or it 
necesmy a hysterectomy can be perloi-mod. After 
the placenta, peritoncalization may be accomplished and the abdomen 
closed without drainage. . These I would class as favorable cases. 



Fiff. 1.— Dr. Jewett's case of abdominal pregnancy showing fetus and placenta in situ. 


■When, however, a less favorable condition is met, the gravity of 
the shuation is greatly increased and much depends on the conrse 
that is followed. A placenta attached to the posterior pelvic wall, 
the anterior parietal wall or to the abdominal viscera is fraught with 
great danger; primarily the danger of immediate hemorrhage and 
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later the clanger of secondary hemorrhage or of sepsis. Careful con- 
sideration must also he given to the general condition of the patient. 
Ill reviewing tlie reported cases many Avere found to have been poor 
opei'ative risks. IIow then shall avc proceed under such conditions? 
There are but three courses to pur.suc; 1. Separation and removal; 
2. marsupialization ; 3. leave in situ, with or Avitliout drainage. 

3. Separation and removal of the iilaeenta Avith firm tamponade 
of the site to control the bleeding, is a doubtful procedure as it ex- 
poses the patient to all three of the risks enumerated above, espe- 
cially tlie danger of immediate hemorrhage. The mortality has been 
higli in llic cases so treated. 

2. IMarsupializalion Avith firm tamponade of the sac offers a better 
prognosis. There are many reported instances Avhere this method 
has been successfully followed, in Avhieh the placenta has gradually 
separated, been deliA'cred through the Avound Avith subsequent closure. 
Wilbur Ward reported .tivo such eases before tin's Society. In the 
first ease the patient delii’ered the placenta on tlie scA^enteeuth day, 
the Avound closed and the patient recovered. In the second, the 
Avound closed Avithout delivery of the placenta ; the patient recovered' 
from the operation hut died of uterine hemorrhage 50 days later. By 
this method the immediate danger of hemorrhage is practicallj^ elimi- 
nated, as there is no contraction of the placental site. There is, how- 
CA’er, the element of doubt as to AA’hether the placenta aauII separate 
and he deliA'cred or not. Condit’s case is interesting in this connec- 
tion. He operated upon a patient five Aveeks after the death of the 
fetus in the abdomen and found that in that time no placental sep- 
aration had taken place. Its rcmoA-al Avas attended by seA^ere bleeding. 
There is always present the danger of sepsis Avhich is soineAidiat 
foAmred by the open Avound. 

3. To leaA'e the x^lacenta in situ and drain the abdominal cavitA’^ 
u’ould seem to be open to all the objections of the last method Avith 
a greatly increased danger of sepsis as there is no Availing off of the 
general pieritoneal cBAuty from the local area iuA'olA'ed. In the pres- 
ence of sepsis at the time of operation drainage would be neeessar.A, 
but one Avould hesitate to elect this method in a clean case. LeaAung 
the placenta undisturbed and closing the abdomen AAdthout drainage 
has certain adAmntages in these unfaA'^orable cases. The danger of im- 
mediate hemorrhage is remoAmd; the danger of introducing infection 
at the time of operation is minimized and there is Ami’y much less 
shock to the patient. The danger of secondary hemonhage AA-ithin 
the abdominal caAuty Avould seem to be slight, as I found no instance 
of its oecuiTenee in the literature. Late sepsis is alAA-ays possible 
though rare, and if it does occur can be controlled by drainage through 
a posterior section. 
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Beck, after a review of the literature up to 1919, showed that the 
mortality in patients treated hy this last method was lower than those 
treated with drainage. In spite of the fact that the mortality was 
shown to he lower, I find no recorded instances of this method having 
been deliberately followed since that time. The tendency has been 
for the operator to remove the placenta at once, or at least to at- 
tempt to remove it, irrespective of the condition that is present, and 
too often has this attempt been unsuccessful, because of the bleeding, 
and the use of the pack resorted to. By this unwarranted manipula- 
tion the patient has been denied the full protection to which she 



Fig. 2.— Same c.nse, showing placenta posterior to uterus in culdesac. 


is entitled. Time should be taken to study the situation, the course 
of action determined upon and then only should the operation proceed. 

Sufficient evidence is not at hand to determine definitely what be- 
comes of the retained placenta. It may be completely absorbed it 
may be partially absorbed udth a certain amount of calcification’ or 
It may become organized or encapsulated. 


I desire to report a case operated upon by me one year a-o in 
uffimh the placenta was not disturbed and the abdomen closed without 
J-amage, and give the present condition of the patient. If any fur- 

ta OH the find- 
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JIrs. AV. n., tliirt 3 '-foiir years of age, had spontaneous labor in Jlarch, 1914. I 
first saw her again on Sept. 11, 1921. She then gave me the following history. 

There had been no pregnancy since the one cited above until the present one. 
Tliero had been no illness during this inteiwal; her menstniation had been regular, 
of the usual duration, with no pain. Her last regular period began on Feb. 12, 1921, 
was normal in every respect. She slopped the March period. About the first of 
April she began to have a rather excessive nausea and vomiting with considerable 
pelvic pain. This was followed by a moderate vaginal bleeding and a diagnosis of 
inevitable abortion was made. She was then living out on Long Island and con- 
sulted a local phj'sician who dilated the cervix and packed it and the vagina with 
gauze on April luth. She continued to bleed slightlj" for over a month and on klaj* 
20th the hemorrhage was so profuse that the vagina was again packed. This last 
packing controlled the bleeding. She was fairlj' comfortable from this time on un- 
til tiie last of July when she began to have attacks of abdominal pain, slight at 
first but increasing in severity. Alj- associate saw her at this time, gave her mor- 
phine, with rest in bed, believing she was threatening to miscarry. He attended her 
through several of these attacks in the six rveeks following, and when I first saw her 
on Sept. 11 the pain was almost continuous. At no time was there anj’ sudden, 
severe attack of pain. Her pain was located chiefl}’ in the upper part of the ab- 
domen and was associated with attacks of nausea and vomiting. She became very 
weak and though the abdomen increased in size, the patient lost weight and flesh 
rapidlj’ as ^vas shown in her face, arms and legs. 

Plij-sical examination at this time showed the abdomen distended to the size of a 
pregnanej' at term; the fetus was lying obliquely with the head in the upper left 
quadrant, the body extending downward to the right. There was a firm mass in the 
mid-lino extending from the sj'mplij’sis half waj' to the umbilicus. The fetal heart 
could be heard above the umbilicus on the left side. The cen’ix was found crowded 
forward boliind the os pubis bj' a boggy mass that filled the culdesac of Douglas. 
A tentative diagnosis of oxtrauteriuc pregnanej' was made and the patient was kept 
under close obseiwation. The finduigs at subsequent examinations were unchanged 
except for a slight increase in size. Her heart, blood pressure and urine were nor- 
mal. Two weeks prior to the expected date of labor she was prepared for opera- 
tion, which was performed at the Long Island College Hospital. The laboratorj 
findings at this time were as follows: 

Blood count: Eed colls, ■'5,940,000; Icucocj'tes, 11,200; polymorphs, 69 per cent; 
hemoglobin, 55 per cent. Blood pressure: Sj’stolic, 122; diastolic, 85. Urine, nega- 
tive. Phenolphthalein : 1st hour 15 per cent; 2nd hour 25 per cent. Blood chomis- 
trj-: Urea, 39.50; uric acid, 5.00; creatinin, l.SO; sugar, 97.50. 

Operation . — High left rectus incision. The omentum was attached to the parietal 
wall and to the fundus uteri bj' adhesions that were easily separated. There was 
a small amount of clear fluid in the abdominal cavitj'. On reflecting the omentum 
upward the child was found free in the abdomen Ij’ing transverselj’’ among tlie coils 
of the small intestine behind the stomach and transverse colon with the head deep 
under the costal margin on the left, the dorsum anterior. (Fig. 1.) The fundus of 
the uterus was flattened from before backward occupying the lower anterior portion 
of the abdomen and pushed forward by the placenta. There were no adhesions to the 
child which was readily extracted, the cord being clamped and cut. A careful ex- 
amination of the placenta was then made. There wmre only a few small shreds of 
membrane to be found. The placenta itself, very large and with a broad base, was 
attached to the right side of the posterior surface of the uterus, the right broad 
ligament extending into the culdesac and up on the posterior pelvic wall as far as 
the brim of the pehus, overlying the iliac vessels of that side. (Fig. 2.) It was 
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evident that it could not be removed without serious hemorrhage and there was no 
sac of membranes to be sutured to the abdominal wall. Under these circumstances 
it was decided not to disturb the placenta, so the cord was tied in two places, cut 
short and the abdomen closed without drainage. The operation was conducted un- 
der gas-eth'er anesthesia and was completed in 30 minutes. 

The patient was returned to bed in good condition and there was no marked 
postoperative reaction. The temperature rose to 101" F. on the day following opera- 
tion, reached normal on the third day and continued normal from that time on. The 
usual postoperative treatment was given and she had an uninterrupted recovery ; out 
of bed in two weeks and discharged from the hospital on the eighteenth day. 

Pelvic e.vamination on diseliarge showed the uterus somewhat firmer and smaller 
in size, the cervix soft, nearer normal position with the placental mass filling the 
Douglas from the level of the external os. There was no posterior vaginal fornix. 
The mass was somewhat sensitive to pressure from below. Its upper limit could 
not be determined at this time. 

The child, a female, weighing 7% pounds, breathed spontaneously and cried for 
three or four minutes. Heart normal. While tying the cord the baby stopped 
breathing and the heart rate dropped to from 40 to 60 j traction on the tongue, 
artificial respiration, hot and cold tubs were necessary for resuscitation. After 
about ten minutes the baby began to breathe normally but always retained a bluish 
color. Heat was applied externally and oxj-gen given continuously. Baby con- 
tinued in tlie same condition for two and a half liours and then ceased breathing. 
Postmortem examination showed a pulmonary atelectasis. 

Subsequent History . — Tlie patient at the time of her diseliarge from the hospital 
weighed 100 pounds. She was very weak and emaciated but was able to retain 
food and her bowels w'cre in good condition. She gained in weiglit rapidly and 
steadily, putting on 30 pounds in two niontiis. Her first uterine bleeding, except 
that immediately following operation, occurred six weeks later and continued for 
30 days. It was never profuse nor was it associated witli any pain. One month 
later, on IMaicli o, she had a normal flow. She has been regular ever since her 
periods being normal as to iiiten-al, duration, character and freedom from pain. 
Pelvic examinations at frequent intervals shoived a gradual decrease in the size of 
the placental mass. On April 5, for the first time, the posterior lip of the cervix 
could be identified separate from the mass. There has been no apparent ' diminu- 
tion m the size of the mass for the past six months. It is, however, somewhat more 
movable in the pelvis and much less sensitive, tlie chief discomfort at present 
being due to a tugging on tlie rectum on pelvic e.xamination. When seen last week, 
the patient was perfectly well ; weight ICO pounds. 

380 Vanderbilt Avenue. (p-or discussion see page 196.) 



AN ANAL SHIELD 


By J. P. Gheenhill, B.S., M.D., Chicago, III. 

(From the Chicago Lying-in Hosjntal and Dispensary.) 

'^HE difficulty of avoiding contact vitli tlie anus -when doing peri- 
J- ncal and vaginal repair -work is well known. Numerous devices 
have been used to cover the anus hut none are uniformly successful. 
The towel, kept in place with adhesive straps, is most commonly in 
use ; but the chief objection to the towel other than it often falls off, 
is that blood, liquor aninii and even fecal matter seep through not 
infrequently, thus defeating the purpose for which the towel is used. 

At the Chicago Lying-in Ilospital for tlic last eighteen months, a small, light 
metal shield has been used with groat success. This shield may be made of any 
light metal such as aluminum, tin, soft steel or copper. If made of these metals, 
the voiglit will not exceed a few ounces. The shield may bo made as large or as 
small as the operator desires, but a convenient instrument is one which is approxi- 
mately 31 cm. long and S cm. wide. At each upper corner of the shield is a pro- 
jection outward about 2 cm. wide and 1.5 cm. long, which contains a small opening 
to accommodate a skin clamp. (See illustrations.) At the upper edge are two small 
ledges about 1.5 cm. wide and 0.5 cm. long, at an angle of 45° with the shield. These 
are situated at the upper comers and arc for the purpose of keeping the plate away 
from the anus. For the same reason the lateral edges of the shield are turned 
backward about 1 cm. These small ledges are sufRcient to keep the plate away 
from the anus even if large hemonlioids are present, because the curve of the nates 
projects beyond tlie anus sufficiently' to prevent any' contact between the latter and 
the shield. The lower portions of the ledges, for a distance of about 4.5 cm. are 
turned forward, the purpose being to prevent any clamps which may be placed on 
the anterior surface of the plate from rolling off the sides. 

When the operator is ready to use the shield, he cleans the perineum, places the 
shield horizontally against the buttocks just above the anus and with small skin 
clamps placed through the openings in the upper outer angles of the shield, he grasps 
the skin. There need be no fear that these skin holes may' give risci to trouble, for 
the "writer has not seen a single infection or other complication result from them. 
After the clamps are in place, the shield is dropped and it is-found to cover the anus 
W'ithout touching it. There is a space between the fourchette and tlie shield so 
that the blood w'hich escapes from the vagina trickles down over the perineum to 
the basin below, if some of the blood should perchance touch the back of the 
plate, none can penetrate to the anterior surface. If the shield comes very close 
to the, anus, as may' happen in a very' thin individual, it is very' easy to curve the 
shield in such a "way that it "will stand away' from the anus. On the other hand, in 
vei-y stout women where the shield might be too far fi'oni the anus, the plate may 
be likewise appropriately curved to bring it nearer the anus. 

The insti’ument has the following advantages: It can easily be made out of a 
piece of aluminum, tin, soft steel or copper. It can be boiled w'ith other instru- 
ments and used for years. The discharge from tlie uterus and vagina cannot con- 
taminate the anterior surface of the shield, and instruments may be permitted to 
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rest on tlie plate witli impunity. TlieTc is no danger of having the shield drop as 
so frequently happens with towels or where pieces of rubber are used. If one 
should want to insert a finger into the rectum during an operation on the perinenir;. 
it is very easy to slip the linger under the shield into the rectum thereby elevating 
the insti-ument to an inclined position. Wlicn the finger is ivithdrawn, the shield 
falls back into its original position. The instrument is useful not only when one 
repairs perineal lacerations after childbirth, but also when any operation in the 
vagina, on the perineum or on the vulva is performed. 

Ecccutly an improvement was made by bending the lower 1 cm. of the plate 
backward. This prevents blood which may trickle down over the anus and touch 
the posterior surface of the shield from coming in contact, at the bottom ,of the 
plate, with any instruments resting on the anterior surface of the plate. 

420 East EiFTY-FinsT Stheet. 


BENZINE AND IODINE VS. SOAP AND WATER SCRUB IN THE 
PREPARATION OP PARTURIENT WOLIEN 
FOR DELnOBRY 

By Frederick C. Irving, M.D., Boston, ]\Lvss, 

(From the Department of OVstetries, Harvard Mcdieal Sehool) 

O N PAGE 177, Vol. II of The American Journal of Obstetrics 
AND Gynecology, Laukford describes bis technic for the prepara- 
tion of ivoinen in labor for delivery. The patient is given an enema 
as soon as possible after the beginning of labor. The anal region is 
wiped clean and a vulvar pad is applied. When Avell advanced in the 
second stage of labor the pubes and labia are shaved, using benzine 
as a softening agent. When the head is distending the vaginal out- 
let, the vulva is painted with half strength iodine, followed by a 
similar application to the pubes, the lower abdomen, the inner side 
of the thighs, and last, the perineum, the buttocks and the anus. Cul- 
tures are then taken bj^ i-ubbing swabs over both labia, across the 
pubes, in the crevices around the clitoris and across the perineum. 
Similar cultures are also taken after deliveiy. 

In a series of 29 eases he obtained no growth on bacteriologie ex- 
amination except in one case where a mould was found, probably 
air implanted. In view of accepted knowledge concerning the abun- 
dant flora of the vulvar and perineal regions and of the comparath e 
failure of all methods of skin surface sterilization in other regions 
of the body^ his results justly may be considered surprising. I there- 
fore repeated his work on a larger series of eases at the Boston 
Lying-in Hospital and at the same time took an identical series of cul- 
tures from an equal number of patients prepared according to the 
hospital technic, which is as folloAvs: 

On admission the patient receives an enema and a bed bath. The 
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benzine and iodine vs. soap and water 


pubic and vulvar regions are then sliaved and a 

When tlie time for delivery approaches, the muse sciuhs ^ 

in soap and water for five minutes, immerses them in sterilizing so - 

tion (70 per cent alcohol) for two minutes and then scrubs the patic 

Xv puSng on a pain of sterile .loves. The eTX 

and begins at the vulva, then takes in the inner sni'faee of the tin 

working toward the knees, with the n 

cotton which has passed over the anus is immediately discaided and 
there is no water or any other solution poured over the vulva at a j 
sta-e of the preparation. After the soap and water scrub, the nurse 
goe"s over the same area in the same manner with bichloride solution 


Chakt I 

No growth before or after delivery 

50 cases 


22 cases 

No growth. 

Soap and water, 
bicMoride and alcohol. 


and the house officer repeats it with sterilizing solution just before 
delivery. 

Fifty patients were prepared by the benzine and iodine method, 
and another series of fifty, alternating ivith them, were treated by 
the usual soap and water, bichloride and alcohol technic above de- 
scribed. Cultures were taken on all cases both before and after deliv- 
ery and examined baeteriologically in the pathological laboratory of 
the Massachusetts General Hospital. The comparative results obtained 
arc shown graphically in the accompanying charts. 

Twentj'-one, or 42 per cent, of the cases prepared by the benzine 
and iodine method showed no growth before or after delivery as com- 
pared with 22, or 44 per cent, of those treated with the soap and 
water, bichloride, and alcohol technic. Consequently both methods 
were equally ineffective in procuring an absolutely sterile field. 

The puerperium was considered febrile if the temperature reached 
100° F. or more on two or more successive days before discharge from 
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tlie hospital. Four out of 50 benzine and iodine cases showed such a 
reaction as compared with eight prepared by the usual hospital 
technic. Apparently, then, the simpler method was twice as effieetwe 
as the soap and water scrub, provided these infectious can he consid- 
ered as introduced from without at the time of labor. 

A further analysis of these 12 cases shoired .- 

1. None of the temi^eratures could be attributed to any cause out- 
side the generative tract. Five cases were classed as sapremia, four 
as mild septic uterine infections and three as salpingitis. 

2. The four febrile benzine and iodine eases shoAved no groAvth 
either before or after deliA’ery, nor Arere any of them examined by 


Chart II 

Comparative morbidity 


50 cases 


4 eases . 
Benzine and iodine 


HormaJL 


KoKnal 


50 eases 



S eases 

Soap and water, 
bichloride and alcohol 


A'agina at any time. It seems likely, therefore, that the temperatures 
in these cases Avere due to infection already existing in the generative 
tract at the time of deliA’ery, to contamination during the puerperinm, 
or, what is less likely, to a spread from some remote focus in the body. 

S'. Of the eight cases Avith febrile pnerperia, prepared by the soap 
and Avater scrub, bichloride and alcohol method, four shoAved steiile 
cultures before and after deliAmry. One of these cases Avas examined 
A^aginally once. Three of the remaining four cases showed a modei- 
ate groAvth of staphylococci before delh'^ery but no groAvth after - 
AA'ard. One of these cases Avas also examined Amginally once. The 
remaining case sboAved a profuse groAA'th of a colon-like bacillus both 
before and after delNery but Avas not examined by vagina. 

Altliongli both methods Avere equally unsuccessful in securing sur- 
face sterilization, tire benzine and iodine technic AA'^as trviee as effec 
th’e as the soap and Avater scrub in preAmnting infection. I belreve 
Avith Lairkford that contaminating material may be washed into tbe 
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vagina by scrubbing with soap and water and that this is particularly 
true when water or solutions are poured over the vulva. It is quite 
conceivable that this factor may account for the increased morbidity 
in the soap and water cases. 

It is futile to expect 100 per cent sterility with any method of prep- 
aration at present known. The clinical histories of large series of 
cases will be more valid evidence than bacteriologie examinations 
in determining which of various methods will prove the most effec- 
tive. Such a series of observations will be started in the near future 
as I realize that the present number is too small to justify definite 
conclusions. It should be remembered that in the work outlined 
above, attention was directed solely to the vuhm and the surrounding 
parts and that no attempt ivas made- to sterilize the vagina. 

The cultural reports showed little difference between the two meth- 
ods in regard to the specific bacteria found. As might be expected, 
the staphylococcus was the most frequent organism, with mixed in- 
fections second, and a pure growth of eolon-like bacillus third. The 
streptococcus was recovered once in each series, but on neither occa- 
sion did the patient show any elevation of temperature. 

443 Beacon Steeet. 
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TRANSACTIONS OF THE AMERICAN ASSOCIATION OP 
OBSTETRICIANS, GYNECOLOGISTS ANT) 
ABDOMINAL SURGEONS 

THIRTY-FIFTH AHNUjSX MEETING 
ALBANY, NEW YOBK, SEFTEMBEB 19-Sl, 19S2. 

Dr. John P. Erdmann, New Yoi’k, N. Y., read a paper on Tumors of 
the Breast. (For original article see page 117.) 

DISCUSSION 

DR. G. VAN AIMBER BROWN, Detroit, Michigan. — A number of years ago I 
heard Murphy declare that in carcinoma of the breast metastasis never tabes 
place in the pectoral muscles. He therefore did not advocate their removal. 
I rvas also surprised to hear Dr. Crilc make a similar statement. When I re- 
turned to Detroit I took the matter up and considered it with Dr. Davis. Within 
a very few weeks he called me into his laboratory and showed me what was 
veiy obviousl}' a cancerous area located between the pectoral muscles. This 
checked up with microscopic findings. Since that time he has possibly in four 
cases called mj' attention to a similar condition of affairs. 

DR. JAhlES E. DAVIS, Detroit, Michigan. — ^Dr. Erdmann has dwelt upon the 
points in diagnosis that can be used before the gland is removed and this is 
exceedingly important. He has also spoken of the difficulties in making a labora- 
tory differential diagnosis of malignancy or nonmalignancy. Really, the dif- 
ficulty sometimes is truly very great. Many pathologists believe that practically 
all of these malignancies begin in the ducts. Supposing this to be true, m 
order to get an involved section it would be important to take representative 
parts for microscopic study from all of the gland removed. That, of course, 
is practically impossible in daily routine work. 

I was glad to hear Dr. Broum caU attention to extension of the disease into 
the muscle. I will ask Dr. Erdmann to speak about this involvement as an 
influence upon the ultimate prognosis. I believe when the tumor has invaded 
the muscle a poor prognosis should alw'ays be given. That metastasis does 
involve the muscle more frequently than many writers and workers have sup- 
posed, I am thoroughly convmced, and I have in my laboratorj- abundant proof 
of this fact. 

In regard to the treatment by the x-ray or radium, and also the examina- 
tion of the tissue section after treatment has been given; the difficulties in the wai 
of successful treatment may be very great because the cellular pictures brought 
about by the ray are of such a character that the detection of physical and 
chemical changes in the cells is easily made but there is no way of telling wlicn 
the cancer cell is killed. 

I have a very excellent histologic example of an unsuccessful treatment. In 

ISS 
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tws section axe t^o nests of cells beginning growth. This 

by the direct method, and a section was taken eleven days aftei the fourth 
rldiation. Had this section been obtained a few days earlier the growing cells 
would not have shown at all, and the pathologist would have been justified m 
returning a diagnosis that the cancer cells had been killed. They were not 
killed as these later developments show. 


DK, JOHN W. KEEFE, Providence, Rhode Island. — ■'With reference to re- 
moval of the pectoralis major, any surgeon who has operated many times on 
carcinomas of the breast has seen involvement in the muscle structure, often- 
times beneath the fascia covering the muscle. To my mind the pectoralis major 
should be removed in every instance for, as the writer stated, the motion of 
the arm is limited to a sUght degree, if any, by its removal. 

I feel the public should be educated to know that any growth or swelling of 
the breast should be investigated by some competent physician. Dr. Erdmann 
seems to think that some people have had unnecessaiy fear. This may be true, 
but the good, to my mind, that will come from the education of the public 1x111 
bo more than counterbalanced by the fear some people may have. I have had 
a few instances, however, where knowledge of that condition did not seem to 
impress the patient. I saw a woman recently who had had her breast removed by 
another surgeon six years previously, and she came to me with a carcinoma of 
the opposite breast. She had allowed eight months to elapse after she had first 
noticed the swelling in the opposite breast. I had another patient within a year 
who, although she noticed the growth of the breast in February, delayed operation 
until July,* so that it is a rather difficult problem to educate people so that they 
are sufficiently impressed to have the trouble attended to at once. 


DB. GORDON K. DICKINSON, Jersey City, New Jersey, — Just over the 
pectoral muscle is the broad deep fascia of the body, wliieh is a subsoil for in- 
filtration for cancer cells wliich may spread in all directions. It is generally a 
barrier for quite a while; the cancer cells may spread along the lymphatics, and 
that is why in going down over the epigastrium and taking up the fascia and re- 
secting it we have a. certain amount of controlling influence over this infiltration, 
hly pathologist has more than once shown me cancer cells in the pectoral muscle 
underneath the fascia. Heidenhain says they do exist and proves it, and so 
does Handley. 


DR. EDWARD J. ILL, Newark, New Jeksey.~I believe in educating the pub- 
lic early in regard to cancerous symptoms, but the more I have been trying to 
educate the public to take no chances, the more I feel there is need for this 
kind of education. However, what we need is to educate the profession as a 
whole in regard to the earlier symptoms of carcinoma. In very many cases we 
do not ourselves get these tumors of the breast for early operation. lYe should 
got at the cases as early as possible for operation if we are in doubt. A frozen 
section at the time of the operation is not by any means satisfactory. I have 
sometimes removed the whole breast to find out afterward that it was not 
necessary at all. I described a papilloma of the duct before this Association 
twenty years ago, and I thought I was the first one to settle definitclr the 
pathology of that form of tumor. In the fourteen cases I described at the 
tunc, there were two cases that had gone for a great many years without leeur- 
renco. One patient was dead. I got the entire wall of the tumor. The other 
patient has died since, and she has had a growth for thirty-five years and has 
over hni oov aiffloottv. s, J “ 1-“ 

»»«, .o tolk»e to „£ toe oiacr «,eo,l,er,, toe, ,e„e„betea two suoh eot- 



THE AlklERICAN JOURNAL OP OBSTETRICS AND GYNECOLOGY 


cindmas. I have seen one papilloma. The condition is rather different from a 
nonmalignant papilloma. Its fixation in the tissues around it is very early. The 
character of the fluid that comes from the nipple is quite different. It is usually 
more bloody and contains many cells that do not occur in a simple papilloma. 
The fluid in a papillary cystadenoma (nonmalignant) is of a more serious char- 
acter. It contains a few leucocytes and some black glandular matter, while in 
the midsection of the tumor one invariably finds epithelial cells in more or less 
largo numbers and a larger number of blood cells. 

I feel like some of the other speakers do, that we must remove the chest 
muscles with the breast and in one piece. I believe that the whole axilla, all 
the muscles, must be removed without touching the tissue between the original 
tumor and the axillary cellular tissue. The moment you cut through between 
the two you infect everything. I have been able to dissect out the lymphatics 
in the form of a V-shape, showing malignancy. But how are we going to con- 
tinue? On mj' return from Erlangen, I was surprised at the amount of work 
(nonoperative) they have done there for the cure of cancer. I have had a 
chance to examine a cancer of the rectum where we had a definite history about 
two months ago, and the cancer has entirely disappeared. It is not enough to 
use four radiations. They use an apparatus that carries 280,000 volts and keep 
the patient under this from two to eight hours; then thc}’ nurse the patient for 
six Aveeks and repeat the radiation once. 

DE. EED]\L\NN (closing). — ^Froin the tenor of the remarks that have been 
made, I have been misunderstood in regard to the question of muscle excision. 
I distinctl}' stated that I do not always remove the pectoralis minor muscle, 
but I always remove the pectoralis major. I have never seen metastases in the 
muscles of the chest wall, except where the tumor operated on, primarily invaded 
the pectoralis major or minor. None have returned to me in that condition. In 
a freel}' movable carcinoma of the breast, where there is no adhesion of the 
chest wall, as I stated, I have not seen muscular implantation. The implantations 
or metastases have been more frequently those in the spinal column, the bone 
metastases causing pressure on the nerves of exit. A number of patients have 
been treated for sciatica after the operation. It is a metastatic pain and not a 
sciatica due to the involvement of the patient's constitution. I have seen pres- 
sure on the thoracic nerve, and I recall one patient who died six hours after the 
injection of Beebe’s serum. This patient had thoracic involvement. Only one 
dose of the serum was giveu. She had been in excellent condition before she 
got the dose of serum. 

With reference to the statements made by Dr. Keefe in regard to cancer 
propaganda, I do not wish to be understood as not believing in cancer propaganda, 
because I am a firm believer in it. When women present themselves with tumors 
of the breast, either invohdng one breast or the other, we advise them to haic 
these tumors removed at the earliest possible date, but we know it takes months 
for people to get rid of the propaganda scare. 

"With reference to the frozen section, I fully agree with Dr. III. There are times 
when a frozen section is reported negative, and the pathologist at tho hospital 
may take a week or ten days before he tells you that the tumor is not malignant, 
and finally lie may come to the determination that it is malignant. In one case 
of fat necrosis of the breast we had the patient on the operating table mentally 
nine different times within a week. Tho conclusion reached was that the tumor 
was not malignant. The patient still lives, noiv over a year, without 003 "^ evidence 
of malignancy. Wlien the report is negative and you thinli you have the ques- 
tion of malignancy to contend with, it is better to remove the tumor. 
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Dr G K. Dickinson, Jersey City, N. J., presented a paper entitled 
The Cervix as a Focal Point of Infection. (For original article see 

page 124.) 

DISCUSSION 

DB. H. WELLINGTON TATES, Detroit, Michigan.— Inteiest m the paper lies 
in local infection disseminated in tMs ivay and giving rise to general symptoms. 
It is interesting, inasmucli as ive Imvc Bad very little of this particular section 
of the genitourinary system called to our attention as a cause. Were it not for 
the fact of one or two repetitions of the maneuver he practiced, I should question 

whether or not the whole thing was not eoineidental. 

The question of operation and what should be done with many of the cases 
of endocervicitis is always of interest. It seems the female mind is so easily 
impressed by an 3 ’'thing which we do that we should put on the soft pedal in 
general in questions of operation unless there is a very definite cause for it. 
People who have receptive minds, as most w'onicn of this type have, are easily 
misled and easily brought to the point in which any kind of operation would be 
welcomed. 


Dr. Edward A. Weiss, Pittsburgli, Pa., presented a paper on Radinm 
in the Treatment of Uterine Hemorrhage of Non-Malignant Type. 
(For original article see page 128.) , . 


Dr. Stephen E. Tracy, Philadelphia, Pa., presented a paper on The 
. Present Status of Surgery in the Treatment of Fibromyomata 
Uteri. (For original article see page 135.) 


DISCUSSION 


DE. JOHN OSBORN POLAK, EiwoKurN, New York. — TJ icro are two or three 
points in connection with these papers that I want to discuss. The point Dr. 
Weiss makes of the importance of diagnosis in cases in which radium is used 
is one we all admit, but we also must admit the impossibility of making an 
absolute pathologic diagnosis in certain cases of fibroids when we realize the 
number of degenerations that actually take place in these tumors. Therefore, 
I do not believe that any one will convince us for some time that radium is a 
panacea in fibroids, and that operation is to be excluded. I do believe, how- 
ever, that there are a large number of fibroids and conditions met with in women 
with fibroids that arc amenable to radium treatment. Within the last year a 
woman came under my observation with a fibroid as large as a four months' 
pregnancy, with hemoglobin of 12, whose coagulation time was 18 minutes. She 
was treated with a angle dose of radium for 1200 mg. hours, and the hemorrhage 
was controlled. This was done as a temporary e.xpedient, and followed by 
transfusion. The tumor has entirely disappeared. Such an instance as that 
makes one feel that there is a field in a certain limited class of cases for 


In hcuiorrhages of young girls, who have had repeated eurettings, with parti 
ulavly soft coiwices tho pathological examination is practicaUy negative. Repeatc 
hemorrhagos wiU so rodneo the patient's coagulability and blood conditioTS- 
- mothmg has to be done. Repeated small doses of radium have a large field in the: 
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cases. Some of these cases will bleed so profusely that their lienioglobin is reduced to 
20 or 30, and the coagulation time will be increased to such a point that we can- 
not control the bleeding, and j'Ct with 200 milligram hours, or 400 milligram hours 
of radium we can and do control the bleeding. 

The question comes up, docs the use of radium in these young girls liavo 
an influence on pregnancy? In our experience with a number of these young 
girls who have subscqucntlj' married, four pregnancies have occurred. None 
of these had imdium for periods of longer than 600 milligram hours. Per- 
sonally, I believe that small applications of radium have a definite effect on 
the uterine structure, particularly the basal membrane underneath the mucosa, 
and that in sucli dosage it docs not affect the ovarian function. 

There is one point in Dr. Traej^’s paper in regard to hysterectomy concern- 
ing which I wish to speak. Ho limits total hysterectomy to patients over 
forty. It should be extended farther than that; it should be extended to 
those women who arc the subjects of cervical disease, extensive trauma of the 
cervix, or chronic inflammation of the cervix. We were able to collect in 
America 250 eases, excluding the cases reported by Leonard, where cancer 
occurred in the cervix after the body of the uterus was taken out. These 
cases occurred after one year. Wc excluded all the cases reported where re- 
currence took place within a year, believing that the disease was in. the 
cervix at the time of operation; consequently I believe that, everything being 
equal, where it is possible in a woman who has a traumatized cervix or an 
infected cervix occurring in the second period of her life, that woman should 
have a panhj-storoctom}-, and not a subtotal hysterectomy. 

DK. W. WAYNE BABCOCK, Philadelpiiia, Pennsvlv.vnu.— I was very 
glad Dr. Weiss brought out a strong warning against the indiscriminate and 
general use of radium, and particularly against the use of radium in young 
women and those during the period of childbirth. It seems to me, we should 
consider, as we always do, other measures that may, if possible, bo used. There 
is one thing many of us have forgotten, namely, tuberculin, but for years I have 
been using this remedy with a great deal of satisfaction. Some of these young 
girls, who develop a uterine bomorrhago, arc relieved if you simply take them 
away from their homo surroundings, scud them to the seashore, turn them out 
of doors, or send them to the mountains. Many of them are relieved without 
any change in the surroundings by giving them a terrific tuberculin reaction. 
This reaction has to be intensive. There must be a distinct temperature, and 
frequently the patient is ill enough to go to bed. As a rule, the effect 
passes off in three or four days. I have not seen any bad effects. 

I was brought up in a laboratory where the fear of tuberculin was great, 
and the teaching of Virchow Tvas such that for years I never thought of 
using it because I thought it was dangerous and improper. Then I began using 
tuberculin and increased it, and I have found in my experience in the last ton 
years no ill effects in patients who have had tuberculosis of the lungs or 
elsewhere. If you run through a series of cases, if you give these patients 
one milligram, two milligrams, or twenty milligrams, or forty milligrams to 
get the effect of tuberculin, you get results with a frequency that amazes 
you. These patients have a tomperture of 101-3°; will He down for a period; 
the bleeding from the reaction stops, and so, it seems to me, before we do 
anything in the way . of local measures, these patients should be subjected to 
this rather simple and easily carried out measure. 

An important matter is the mortality of hysterectomy for fibromj'oma of 
the uterus. Dr. Tracy stated that it is 2 per cent. I think that is what it 
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should be, but in tbe diHerent hospitals of the country it is not u^bat find 
it. An associate looked over the mortality after hysterectomy in the hospi- 
tals at Philadelphia during the last two years. In one hospital where there 
was a splendid abdominal technic, the mortality was under 1 per cent, and 
it has been under 1 per cent for years. In most of the hospitals of Phi a- 
dclphia, and it is true of the hospital where I work, the mortality ran from 
4 up to 7 per cent. Not a few of them had 6 per cent. 

I tliink the time has arrived when associations like this should ask hos- 
pitals, who run continuously a mortality of 5, 6, or 7 per cent for hysterectomy 
for fibroid of the uterus, why is this mortality permitted to continue? 


DR. lYEIvSS, (closing). — I did not present this paper to advocate or endorse 
radium but rather to condemn its indiscriminate use. Radium does shrink 
tumors at times. I did not take up that phase of the subject, because such 
extravagant claims are often made about the disappearance of fibroid tumors 
by radium that the statements sound ridiculous. We should be conservative 
about reporting our results so far as the shrinkage of tumors is concerned. There 
is one common symptom we can relieve with positive assurance, and that 
is the control of hemorrhage to the satisfaction of the patient, physicians and 
associates. 

In reference to the use of radium in these handicapped bleeding patients, a 
minimum amount of time is lost by treatment. In a patient who has been 
debilitated or exsanguinated, it takes some time to got her in condition for 
operation; her convalescence is protracted, and it is difficult to get back to 
her normal condition quickly. When we consider that a large percentage of 
bleeding tumors occur in women who are employed as teachers or in stores, 
the loss of time is a considerable factor to them. Personally, I never tell a 
patient that she will he cured by radium; I tell her we are using this agent to 
relieve her of this prominent symptom, bleeding, and time alone will tell what 
will be accomplished, and to dismiss her after treatment and say that she 
is cured is rather unfair. Clark in his recent analysis, after five or six years’ 
observation of these patients, has found no secondary results, such as sarcom- 
atous and carcinomatous changes. No one can say definitely what will hap- 
pen to the fibrotie shrunken uterus. We should follow up our radium patients 
as we do all carcinoma eases and tabulate the results, and then we will get 
scientific data. 


D'R. TRACY, (closing) .—ifany papers have been written on the treatment 
of fibromyomata uteri by radium, some of which have been so radical as to 
be decidedly misleading. It is necessary to work out what cases are suitable 
for radium and to put the treatment on a sound basis. There is no question 
that radium has a field of usefulness in the treatment of these neoplasms; 
simple uncomplicated cases in women past forty. To eliminate the complicated 
cases IS a question of diagnosis, and diagnosis is the crux of the situation. 

I agree with Dr. Polak, that if the uterus is to he removed and there is 
a diseased or traumatized cervix, a panhysterectomy should be performed. In 
some cases if the paDent is a poor surgical risk, or if the operation would 
be unusually difficult, it has been our custom to do a supravaginal hysterectomy 
an t icii destroy with the cauteiy the functionating part of the cervical stump. 
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Program hi/ the Staff of the Dfjmrlmcnt of OJistctricx and Gynecology of the Long 

Island College UospHal. 

Dr. Ralph M. Beach described a ease of Atresia of the Uterus. 

Miss B. W., twenty-nine years of age, was first seen Oct. 2S, 1020. Her 
chief complaint was of perioclic attacks of pain in the right lower abdomen radi- 
ating to the right side of the back. She had measles at two, numerous bilious 
attacks, membranous sore throat at the age of seven. Patient at 14 years of 
age had apparcntlj' a menstrual period of onl}- a few spots and did not flow at 
all in the succeeding fifteen years, during which she had periodic attacks of pain 
in the lower right side and back, lasting from two to three daj'S. These attacks 
would come at intervals of three to si.v months, beginning on the first day as a 
dull pain, soon changing to a sharp knife-like pain, which was severe enough at 
times to require morphine. These attacks were often associated with vomiting. 
During the past seven months, while she has been caring for an invalid mother, 
the attacks came regularly at twenty-eight day intervals. She has had an oc- 
casional slight white Icucorrhca, but feels perfectly well and strong between at- 
tacks. Her weight has never varied much from 100 to 110 lbs. "When first seen 
she had just recovered from one of her attacks. 

Examination showed a rather slim tj'pe of girl, somewhat anemic, but ap- 
parently in fair health. Thyroid, heart, lungs, and abdomen are all negative. 

The vaginal introitus admitted one finger with difficulty and there are no ex- 
ternal evidences of infection. The cervix was small, in the axis of the vagina 
and did not show 003 ^ cndocervieitis. The uterus seemed small in size, retroverted 
to the third degree and could not be reposited. Patient admitted to the Meth- 
odist Episcopal Hospital for observation. Under anesthesia it was determined 
that the uterus was retroverted and adherent and also that there were two small 
masses in the culdesac, apparently ovaries. 

A sound would pass but two inches into the uterus from the external os, though 
the uterine body seemed larger. I determined to see her in one of her attacks, 
and to consider the advisabilit 3 ' of ovarian transplantation, plastic operations, 
etc. 

She felt perfectly well until Januar 3 ’^ 16, when she had another severe attack 
requiring morphine for its control. The abdomen ^vas slightl}’ tender below, dur- 
ing the attack, but there was no distention or rigidit}’- or an 3 ’' focalizing S 3 onp- 
toms pointing toward an appendix. 

She was re-admitted to tire Hospital, January 18, 1921, for operation. The 
urine negative, phthalein output 45 per cent in two liours. Bed cells count, 
4,500,000; hemoglobin, 85 per cent; white cells, 9,800; pol 3 ’s, 61 per cent; coagula- 
tion time, 6 minutes. 

At operation a median hypogastric incision revealed a small amount of stran- 
colored fluid in the pelvis, with the appendix normal and high in its usual posi- 
tion. The uterus, tubes and ovaries were retroverted into the culdesac of Douglas 
and buried in adhesions. The uterus was about normal in size and the tubes 
were slightl 3 ’- distended and reddish as though the 3 ’^ contained blood. A In'stcrcc- 
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,„„y a.a bilateral ealptogoopbo.eetomy we pettemed, eo.i.s oat tli. ccrvia 
%~.le::.:r"tir r,Sd ana ..e le« tbe betpHai oa tl.e 
tMrj'”™; times ei.c. a.d .be .ay. .be .ever Mt better in 

‘“.“Liir o'r2:tLi™.Tr“ >. 

aermal i. sire. Up., ope.i.g tbi, i. tl.e media, ll.e aateriorly «>"» 

a,, atresia of tl.e eavity .beat ... i.el. above tl.e ..ter.al o.^ ”'e aavrty of the 

Uterus alDOve tHs contained about a dram or so of dark red fluid Woo . 

The tubes rv-ere dilated, sealed at the fimbriated ends, reddish in color, and 
contained blood. The ovaries appeared normal except that they were buried in a ■ 

hesions. 



Diagnosis: atresia uteri, hematometra, retroversion, bilateral hematosalpinx, 
pelvic adhesions. 

A survey of the literature reveals an almost endless number of articles on 
atresias of tlie vagina and cendx, and a corresponding scarcity of references to 
atresia in the body of the uterus. 

It would seem most likely, in this case, that the atresia was due to infection 
in childhood, cither from the measles or the membranous sore throat. 

Discussioisr 

DE. E. A. BULLARD.— Some years ago a case very much like this one came 
under my observation, and before reporting it I decided to examine the literature. 
I believe these cases will become rarer, for the common canse of atresia of the 
cervix and of the uterus, 1 found in a great many cases, was either sepsis, or 
the result of measures which are now outworn, such as the use of live steam in the 
uterus, pure carbolic acid or strong zinc chloride solutions. 
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1* I would like to ask Hr, Hcacli wlietlicr the tubes were 

probed in order to determine the location of uterine ends. One thing is sugges- 
tive, and that is there may have been a small uterus and on top of that perhaps 
an adenomyoma, which can show bloody changes in its interior, not infrequently 
seen with blocking of the uterine ostia on both sides causing a hematosalpinx. 
It would be essential, I think, in order to exclude that, to pass probes through 
the tubes in order to see whether they arc continuous with this cavity or not. 

HE. EALPII M. BEACH . — 1 found numerous cases in the literature of 
atresias, but there are verj’ few in virgins. I am doubtful whether this case 
was due to infection in childhood, from this so-called membranous sore throat, 
or whether it was possibly a congenital atresia with primary menstruation and 
passage of blood out through the ends of the tubes with consequent development 
of adhesions in that location. I tried to elicit a history of trouble in this girl 
when she was 14 and had this primary menstruation, but there was no story of 
anything that looked like a peritoneal leakage of blood at this time, so wo must 
consider it, I think, a case of atresia, the result probably of membranous sore 
throat, 

I did not probe the tubes. It seemed logical that we had a hematometra and 
probably the hematosalpingcs were due to a blockage, the blood passing on into 
the tubes. 


Dr. WiLLiAjM A. Jewett presented a report on tlie Management of 
the Placenta in Abdominal Pregnancy. (For original article see 
page 176.) 

DISCUSSION 

DR. G. W. KOSMAK:.— Dr. Jewett is to be congratulated for his courage in 
allowing Nature to take her course in this case. 

"We have had suincient evidence to know that the placenta can bo left in situ 
safely with less danger to the woman than removal by forcible means. The fact 
that such a good result can be obtained shows how much the natural forces of 
the body are capable of in restoring a more or less normal condition. 

In connection with this I want to refer back to the case presented by Dr. 
Beach, in which that view of the matter was evidentlj^ not taken. I did not 
participate in the discussion of that case because I didn’t see the specimen until 
after the discussion had been closed, but it seems to mo in that case Nature 
might have been g^ven an equal chance. We had here a j^oung girl. She had 
enough normal endometrial tissue in that uterus to permit of the menstrual pioc- 
esses taking place, as was proved by the subsequent examination of the speci- 
men, and it seems to me that a thorough exploration of the interior of the uterus 
would have sliown the presence of that atretic area. A plastic operation le- 
lie^dng this stricture might have resulted in restoring the menstrual function. 
The fact that the tubes were simply filled ■with blood speaks for the fact that 
recovery would have taken place because we know that tubes which are the seat 
of a hematosalpinx do recover in the course of time, and I claim therefore, that 
in this case a trial should have been made of more conservative methods of 
treatment along the lines of those referred to by Dr. Jewett. 

DE. H. E. LINDBMAN. — This case places on record another instance of the 
conservative method of treating the placenta and membranes in cases of abdom- 
inal pregnancy. 



NEW YORK OBSTETRICAL SOCIETY 


197 


Dr Je^vett mentioned the possible complications such as sepsis hcmovrliage, 
etc., but tbere is one complication ^vlncb he did not mention that 
the last year. The past history of the ease is unimportant, but a definite d ^ „ 
nosis of abdominal pregnancy ivas made. Dr. Brettaner operated, and on opening 
the abdomen there was a distinct sac about the size of a grape rui ^ 
living four months’ fetus in it. The placenta, which was about 10 centimete s 
in diameter, was adherent to the left tube, the posterior surface of the lef 
broad ligament, the left side of the uterus and the left part of the pelvic wall 
close to the infundibulopelvic ligament. The pregnancy had apparently, been a 
continuation of a tubal abortion on that side. The sac and placenta were easily 
stripped out and there was no hemorrhaa.e. The fetus was definitely alive after 
delivery. Dr. Brettaner resected the tube and ovary and part of the broad liga- 
'ment on the left side, and then whipped over the cut surfaces and closed the 
abdomen without drainage. The patient did very well the next day. The fol- 
lowing day she developed symptoms of intestinal obstruction, and on re-opening 
the abdomen, massive adhesions of the small intestine and sigmoid with distinct 
double-barrel angulation of the sigmoid were found, and although this was re- 
lieved, she died within an hour of the operation. 


DR. A. C. BECK.— I was present at the time Dr. Jewett did this operation 
and the ease with wliicli it was done was greatly in contrast with a previous 
case at the Long Island College Hospital, where the placenta was removed prac- 
tically from the same site. There were 12 cases similar to the one reported by 
Dr. Jewett up to the time that I went over the literature on this subject. Of 
those, eight survived. Two died directly after operation from sepsis that was 
apparently present at the time of operation. This was a favorite procedure of 
the Italians about 1895. 


DR. W. M. FORD. — In support of Dr. Kosmak’s position, I would like to say 
a word in reference to the case of atresia of the uterus. Like Dr. Kosniak, I 
did not SCO Dr, Beach’s specimen until after the discussion closed. The appear- 
ance of this specimen suggested a similarity between it and the case to which 
I wish to call attention. This patient came under observation about a month 
ago. She had been euielted for sterility and subsequently failed to menstruate. 
For several months she believed that she was pregnant and when a year and a 
half elapsed and she had had recurrent sensations of pelvic congestion and dis- 
tress, without delivering herself of a child and without any evidence of menstnia- 
tion, she sought relief by consulting Dr. Flint. He was unable to pass a sound 
into tho uterus and made a diagnosis of atre.sia. The patient entered St. Bar- 
tholomcw’.s Hospital and under an anesthetic very little difficulty was experi- 
enced in passing a sound into a markedly retrocessed but not retroverted uterus. 
With very little difficulty the stricture, wiiich was apparently complete, was 
overcome with the sound and Pcaslcc dilators. A stem pessary was inserted and 
the woman is just beginning to menstruate without difficulty. Tliis case is 
similar to the one presented by Dr. Beach and suggests the possibility of less 
radical means accomplishing the more desirable end. 


DR. BEACH.— When I took this patient into the hospital the first time, wc 
attempted by forcible means to pass this obstruction. This atretic area was'ecr 
three-eighths of an inch wide at the time of the operation. It is true a^ 
t .0 l>«vc a wide atretic hand, and but a small uterine caw 
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•suit of an inflammatorj' condition and called for removal of tlie uterus, tubes 
and ovaries to cure the patient. "We tried to pass the stricture at the time of 
anesthesia, but "without success. In looking into the abdomen "with everything 
plastered down and adherent, it seemed to me the one chance the girl had of a 
cure was to take the uterus out. 

DE. P. A. DORIMAN. — I think this case of Dr. .lewctt’s is of a good deal of 
v.aluc to us because it is a dangerous thing to attempt the removal of these 
very dilEcult adherent placentae, and if they can be tolerated in this way and 
if time shows there is no infection present, it is the logical thing to do. I 
hope, however, that this will not deter the operator from removing placentae 
where there is a possibility of discovering a hemorrhage and controlling the 
bleeding because it is a much more normal thing than to leave a woman with a 
foreign body in the abdomen. 


Dr. William Pfeiffer presented a case report of Cesarean Section 
Following Coffey Plication of the Round and Broad Ligaments. 

IMrs. C., ago twenty-nine, was seen in consultation with her physician Septem- 
ber 15, 1922, and gave the following histor}-. Her chief complaint was abdom- 
inal pain during pregnancy. She knew of no illnesses of childhood except pertus- 
sis. As an adult she complained frequently of some ill-defined gastrointestinal 
trouble producing intestinal fermentation and .causing syncope. Appendix re- 
moved six years ago and -was drained for a few days. 

Menses began at IG, established at once, of irregular habit, the interval 
usually of five to six weeks, but occasionallj’ four weeks; six to eight days’ flow, 
amount profuse, not clotted; seldom any pain, but when present was in sacral 
region. No leucorrhea until after last delivery. Date of last menstruation some- 
time in February, 1922. Patient was married seven years. Three previous 
pregnancies terminating six, four and two j'cars ago, the present pregnancy be- 
ing the fourth. All pregnancies accompanied by occasional attacks of syncope. 
All deliveries wore spontaneous and she was not lacerated until the last deliver} , 
this Was not repaired until later. The child died of pneumonia at one and 
one half years of age. 

Following the third delivery there was considerable pain in the lower ab 
domen and back and a sensation of loss of support at the pelvic outlet, all of 
which "were worse at time of menstruation. Leucorrhea "vvas considerable. Cor- 
rection of these conditions by operation was advised and this was done m 
October, 1921, by a very competent general surgeon. There was some relief oh 
tained for a short time. Menstruation in January, 1922, was considerably pro 
longed and the one at an uncertain date in February was the last, conception 
probably^ occurring soon after its cessation. Almost immediately pain returned, 
located in lower abdomen and back and severe enough to incapacitate so that 
the patient "was obliged to remain in bed for five -weeks. Vaginal discharge o 
thick mucus, greater in amount than before operation was an annoying feature. 
As the uterus enlarged, pain appeared in the umbilical region, and finally in tA® 
epigastrium, though the greatest intensity at all times was in the inguinal rc 
gions; the pain was constant -with periods of exacerbation. She was ne^ci 
well subsequently but was up and around until seven weeks before admission 
to the hospital when the increasing severity of the abdominal pain caused her 
again to seek her bed. Codeine and morphine were the only source of le ie 
Constipation was present though not obstinate; sleep was indifferent, appetite 
poor, and altogether the patient was a very miserable -ivonian. 
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Physical examination on September 15, 1922, showed an adult female 'of spaie 
figure and unhappy countenance. Head and neck negative ; some carious teeth ; nose 
normal. Heart and lungs nonnal. The abdomen was enlarged by a pregnant uterus 
about the size of a seven months’ gestation. Presentation cephalic and fetal heart 
heard. There were two scars in the abdominal wall, one in the right lower quadrant 
and the other in the midline below the umbilicus. The entire abdomen is extremely 



Fig. 2. 


tlrnt tlic condition wl^onf dTeTj’IL'rform^^rfi 

lollow an expectant plan; if posciblo in the int determined to 
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requests for relief from continued and increasing: suffering. In the meantime a 
communication was received from the surgeon who liad operated upon the patient 
in which he said ho performed “a curettage, perineorrhaphy, removal of the 
greater portion of both ovaries for fibrous enlargement, and a Coffey suspension 
of the uterus for retroversion.” He adds, "Her follow-up notes show that she 
continued to have backache and headache.” 

Operation performed on October 12, 1922. A six-inch incision slightly to 
right of midline, lialf above, and half below umbilicus. On opening the peritoneal 
cavity the omentum was found adherent to the uterus in three or four places 
anteriorly and near fundus. The broad ligaments were quite thin at their su- 



Fig. 3. 


perior margins and reaching to within two inches of the fundus; thej were e 
as distinct though thin bands to the sides of the uterus and about three Jnc e 
distant from each other measured across the anterior surface of the unopene 
uterus; the portion of the round ligament infolded could not be palpated in 
thinning of the tissues to the sides of the uterus. (Fig- 2.) The tubes 
closer together than normal. The round ligaments running outward from the si es 
the uterus wore much enlarged, reached but half way to the fundus and forme ^ 
an acute angle as they ivere approximated on the face of the uterus. Numcrou. 
varicosities, some as large as the little finger, were general throughout the broa 
ligaments. In the lower segment of the uterus the broad ligaments were 
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Ircmely tense and not as mucli ttunned as above. The omental adhesions were 
tied off and the usual type of section done. After closure of the uterus an at- 
tempt was made to deliver it to study conditions more thoroughly and to de- 
termine the further procedure, but this was found impossible because of the ten- 
sion of the broad ligaments at the lower uterine segment. Only could this be 
done after the incision in the abdominal wall was extended interiorly. (It will be 
recalled that the patient’s discomfort was greatest in the hypogastric and in- 
guinal regions). It was seen then that in the uterus now closed the broad liga- 
ments were within one inch of each other in the midline, reached but two-thirds 
the distance to the fundus and were very tense below even in the smaller 
emptied uterus; the round ligaments noiv almost met. (Fig. 3.) It was felt wiser 
not to attempt to remove the broad ligaments from the face of the uterus as it 
would leave a raw surface of such size that peritonealizataon would have been prac- 
tically impossible, hence the abdomen w'as closed with the decision to do a 
hysterectomy later on if pain recurred. 

DISCUSSION 


DR. A. B. DAVIS. — In looking at the pictures it seemed to me that the method 
of Coifey suspension was much exaggerated and the forward pull on the uterus 
by the round ligaments carried too low down toward the lower uterine scEment. 

Years ago, when suspensions and fixations were done rather freely on women 
in the child-bearing period, we were called upon to perform cesarean sections 
on quite a number. I did ten cesarean sections with this as a decided indication, 
two of them were cases of my own in which I had done a Kelly suspension, in 
which a band developed and distorted the axis of the uterus so that the force 
of the labor was against the lower uterine segment, posterior, and the cervix in 
one case was turned far up in the right iliac region; In that case before the 
cervix could be found, an anesthetic had to be given. In one case an interposi- 
tion operation was done and the patient became pregnant and continued to the 
fifth month. Of late years I have not seen any of this class of cases but a 
considerable number of patients come under my observation for whom we are 
obliged to do some form of suspension. I have followed the Coffey method with 
.some modifications in occasional cases, carrying the round ligament plications 
well up and attaching them near the fundus in front. These cases go through 
pregnancy without disturbance and are delivered often without difficulty and 
leave the suspension in good condition. In cases in which uterine support is 
stretched or lax and fails altogether to function, allowing retoversion and 
descent of the uterus, by shortening these supports and bringing the uterus up 
whore it belongs normally, a strain is taken off these supports and they regain 
their tone and efficiency. This operation does not interfere with subsequent de- 
livciy. It is possible that in some cases the first stage of labor is somewhat 
slower. A few days ago I dolivercd a patient who had been subjected to a vag- 
inal plastic and suspension operation by a general surgeon, which, happily, must have 
been very skillfully done, although I did not open the abdomen, but from the ap- 
pearances it was a Coffey suspension. The cervix did not dilate well. The woman 
bad a good many hours of ineffective labor, the child’s heart began to show 
the strain, meconium was coming away in a vortex presentation. I did a very 
easy version and breech extraction of a living diild. To aU appearances the 

7SZT tWs pregnancy and 

Dr. Pfeiffer shows the folding over of the round and broad ligaments on earl. 
Mdc well toward the inidline from the fundus down the anterior wall of th 
" eras with round ligament showing-exerting its pull far down near the lower 
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end of the uterus. I think tliat tlio location of this traction of the round liga- 
ment as shown, is a mistake. It should be well up near tlie fundus. It is to 
be noted that omentum is adherent to the fundus as though the uterus had 
been grasped at this point during operation and liad left small wounds favoring 
such adhesions. 

DE. H. E. LINDEhlAiN. — Erom the illustration, I do not believe that this is 
a j.roperly executed Cofl’cj' ojieration. In ColYcy’s original paper, as well as in his 
second paper, the operation which he described is entirely different from the 
illustration shown here. In that operation, after suturing the round ligaments 
down across the anterior surface of the uterus, ho brings them back again to 
the fundus, and as he described it, the broad ligament is folded dowm with the 
round ligaments and sutured into place. Later the ligaments spring back to 
their original position, so that if the operation had been properly performed in 
this case that would have been the mechanism and the round ligaments would 
arise from practically' their normal origin and course outward to the internal 
rings instead of arising from the anterior surface of the uterus about two 
inches below the fundus as they do in this illustration. 

If this were a case of posterior sacculation of a pregnant uterus, as in ventro- 
fixation, the round ligaments would still follow a course from their normal site 
of origin with the broad ligaments from close to the fundus and not from way 
down on the anterior surface of the uterus. 

DE. WILLIAM PFEIFFEE.— I think if the doctor had done as Dr. Davis sug- 
gested, namely, brought the round ligament back to the fundus, the trouble 
would not have happened. This operation was done by’ a general surgeon in an 
institution where there is no gy’necological service. Probably’ that makes a great 
deal of difference. Nevertheless, the picture shows accurately’ the operation as 
outlined by’ Coffey’ in the Year Book for 1911, and the last step was to bring the 
round ligament down to the inferior angle, and not to the fundus. 


Dr. Gordon Gibson read a paiier entitled A Clinical and Pathological 
Study of the Non-Surgical Cervix. 

DB. GIBSON called attention to the fact that a great deal of needless surgery 
was being done on the cervix of the child-bearing woman, and also that a larg.- 
number of cases were called endocervicitis which were not true endocervicitis m 
that there was no infection present, but that the symptoms w’hieh brought the 
patient to the doctor and the phy’sical signs which he found on examination ucrc 
due quite often to passive congestion rather than to infection. 

This should stimulate a more careful investigation of cases vitli an at 
tempt to classify’ the process present rather than to dismiss it as a lacerated ceiMX 
and to treat it for the laceration alone. As the investigation progressed he be 
came more and more impressed ■with the fact that the degree of the laceration 
had very’ little to do w'ith the pathologic process in the cervix, marked chan„,c. 
and pronounced sy’inptoms being present ■^vitli very’ slight lacerations and at 
times no changes in tlie ceTOcal tissue, se, wlion deep bilateral or imiltip e 
tears even extending into the bases of the broad ligaments were present. It was 
found that, irrespective of the presence of,. or of the degree of, tears, the chaiigc- 
were of two kinds, those due to passive congestion and those due to infection 
of the com-ical glands. He then tried to classify’ in liis own mind just wliat typo 
of cervix demanded operation in a woman in the child-bearing period and vhicli 
ty-pe or types could be treated so that the -woman would be relieved of her symp- 
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toms and be able to bear bet cbildveTi. Tliis presented several difficnlties as no 
tvo patients are alike and there are many types of climeal pictures. It seems 
to him that the main indications for operation on the cervix during the chi d- 
bearinn-, period v,'ore (1) marked hyperplasia, whether due to passive congestion 
or to infection, and (2) extensive tears with infection of the cervical glands. 

This left then for treatment cases where there was passive congestion of not 
sufficiently long standing to cause hyperplasia, and cases where infection was 
present in nonlacerated or moderately lacerated cervices where it was the infec- 
tion that was giving rise to the sj'mptoms and physical signs and not the extent 
of the laceration and which, if neglected, would soon become hyperplastic and 
demand operation. There are then two types of cervix which may be called non- 
surgical’or nonoperativc and it is the management of these that is up for dis- 


cussion. 

The cause of the congestion in the noninfected cases was found to be, in the 
majority of instances, relaxation of the pcricervical tissues. Careful examina- 
tion reveals that the uterus as a whole has an increased mobility often to a very 
marked extent. Unless an attempt is made to determine this increased excursion 
of the uterus the condition will be overlooked, as the cervix is often in normal 
position with the body of the uterus forward when tlie patient is in position for 
examination. This relaxation allows the uterus to fall low in the pelvis when the 
woman is on her feet thereby causing a circulatory unbalance with resulting pas- 
sive congestion. Pathologists are dmded in believing that long-continued hy- 
peremia will cause hyperplasia of the connective tissue but there seems to be 
enough clinical evidence to warrant the belief that it docs. 

It rvas found that if this circulatory unbalance be removed early enough, the cer- 
vix will involute to almost its normal state. In Dr. Gibson ’s liands the most efficacious 
method to restore the circulatory balance is to fit a proper pessary, thereby re- 
moving, the drag on the pelvic structures. The majority of those cases have 
erosions of varying degrees which are removed by brushing over with the cautery 
blade. In this type of case the cervical glands are not diseased, only being more 
active because of the increased blood in the tissues. 


The treatment of the second class of cases, that of the infected cervix with 
no laceration or moderately lacerated in which there have been no hyperplastic 
clinnges, no method has given .such satisfactory results as has the electric cautery. 
The gland bearing area of the cervical mucosa can be removed by careful sys- 
tematic applications of tlic cautery blade. A great deal of care must be taken 
and the method demands a good deal of patience on the part of the doctor and 
the patient. A good deal of time may be spent in effecting a cure of the eondi- 
tioa hut it seems to be bettor to spend, this time rather than to do an opera- 
tion for the removal of infection while the woman is still in the cliild-bearino’ 
period. “ 


It is quite true that there arc often associated lesions which in themselves de- 
mand operation. Here again a thorough cauterization of an erosion or of an in- 
fected canal with moderate laceration when one is doing an operation for, say 
retroversion and lacerated perineum, will leave a cervix which is better able to 
funcUoiiafe than one which has had an operation for the removal of an infected 
canal Among the last 1000 patients seen in tlie Polhemus Clinic there are 3S 
who have been cured of a gonorrheal endocervicitis. This number may seem 


lie are often asked how we diiTercntiatc between the cervix with passive con 
k^stmn and the one winch is infected. The congested cervix is^arge soft 
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is generalh' erosion nnd llio discliargc is more imicoicl than nuicopurulciit in 
character. The prcdoimnating microorganism in the cervical discharge is the 
micrococcus catarrlialis. The infected cervix presents much the same appearance 
but is tender and there is invariably some limitation of motion accompanied by 
pain duo to the pelvic lymphangitis. There is redness rather than a dusky hue 
and the discharge is distinctly purulent in character. The predominating or- 
ganisms are the colon bacilluSj staphylococci, streptococci and gonococci. The 
tenderness of the utorosacrals has been attributed to parametritis by many hut 
it seems to me to bo due to a, pelvic lymphangitis analogous to lymphangitis of 
the arm. and tender glands in the axilla in the presence of an infection of the 
hand. When the infection disappears from the cervix the tenderness in the pelvis 
disappears just as it does rvith the hand. 


DISCUSSION 

DR. W. P, HEALY. — It seems to me that wo have to consider primarily one 
other factor and that is the age of the patient in deciding the method of han- 
dling the diseased cervix. 

There is no doubt in a society or organization of this kind that every man is 
agreed that the cervix should be conserved in the J’oung women for its func- 
tional use if pregnancy is to take place, but in the older woman getting beyond 
the child-bearing period who may have the same type of diseased cervix illus- 
trated hero, it seems to me the wiser plan is to remove the cervix by trachelectomy 
because the question of pregnancy can be, to a larger extent, set aside; and tlien 
we must begin to consider the' question of the development of cancer in a dis- 
eased cervix. 

With regard to the use of the cautery, 1 believe that more and more those 
of us -who deal with diseased cervices will use the cautery. 

I would like Dr. Gibson, in his closing of the discussion, to tell us more def- 
initely whether this application of the cautery that he si^eaks of as brushing, is 
done at only one sitting or whether it is an aiJplication that takes place several 
times in his eases. 

For a good many years, I have been cauterizing diseased cervices in young 
women, but very much more strenuously than Dr. Gibson has indicated hcie 
tonight. I have very definitely cauterized them completely about the cervix 
and always decplj’’ into the cervix so that there will be at least eight grooves in 
the cervix, three in front, three in back and one on each side. AVhen we ha'ie 
finished that type of cauterization we have a veiy bad looking cei'vix and it uili 
be questionable in the minds of those who don’t cauterize strenuously whctlici 
that is desirable or not. I am speaking now of the cystic cervices, where you 
wish to conserve the cervix in the young woman. If you will tly that form of 
treatment I am sure you will, in most of those cases, be gratified with the con 
dition of the cervix at the end of eight weeks’ time. The patient will ha'o .t 
good deal of discharge, in the eight -weeks following the operation, hut tiu 
condition gradually clears up, and at the end of that time she should ha' e a 
cervix that will function, because in the last seven years quite a fair percent- 
age of those young women have conceived more than once and gone to term and 
been delivered without undue complications from the cervix. 

I believe it is easier to cauterize these cervices than to operate on them- 

In the presence of a markedly diseased cervix I believe that the patient 
should be under an. anesthetic so as to carry on vigorous cauterization. 

I endorse what Di-. Gibson .said about the methods of treatment of the otlici 
cervices where there is edema. I belicv'C they arc best treated in the niannci 
which he described. 
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One more ^vorcl in connection ^vith tlie edematous cervix: nearly all of ttiose I 
have seen have been in snMnvolutcd uteri following pregnancy in winch the 
obstetrician has not followed up his patients and put in a pessary, which won d 
iiave prevented this. 

DE. GOEDON GIBSON. — ^Dr. Healy spoke of the age of the patient. "When 
discussing this subject I did not refer to that because 1 thought perhaps it would 
be inferred, but, we are refeiring to the child-bearing period of life. The woman 
with a diseased cervix who is through having children is very much better off 
with her cervix repaired. 

Dr. Healy brought up the subject of cancer. I think we arc gradually going 
to give up this fad that every woman should have her cervix fixed, as other- 
wise she is going to have cancer. If that were true, pretty nearly every woman 
who bears a child would have a cancer. I do not believe that should be the 
reason for operation. 

If there arc infections or extensive lacerations, they arc better operated upon. 
Each case presents its own problem. I think that a great many women are 
unnecessarily friglitencd because they are told they may possibly develop cancer. 

As to the question of the number of applications by this method, one brushing 
in the presence of alight erosion will remove exfoliating cervical mucosa. 

As you go up into tlie cervix deeper cauterization is necessary. If you give 
the patient an anesthetic, one deep, thorough cauterization uill cure tlie cervix. 
Sometimes it can be done with two or three applications in the cervix, and some- 
times it takes longer. It all depends on the severity of the case. 

The main thing is that with the cautery yon have to think. So in these 
oases, any cautery will do the work if you are thinking of what is going on at 
the other end of the cautery. 


NEW YORK ACADEMY OF MEDICINE 

SECTION ON OBSTETRICS AND GYNECOLOGY 
STATED MEETING OCTOBEE 24, 1922. 

Dr. AYilliasi E. Caldwell in the Chair 


Dr. Leonard Rau reported a ease of Full Term Extrauterine Preg- 
nancy, Living Child. Specimen of the Uterus. 

Mu';. F., aged twcuty-seven, mother of one child. Her last menstruation occurred 
•Ian. 14, 1922. lu the second month she I.ad a fainting spell and severe paims in 
the right side, lusting for several weeks; after that she was quite well. The speaker 
saw the patient on Oct. 1, 1922, and on examination found the head of the child 
on the right side, high up, the feet heiug in the region of the spleen. Fetal heart 
sounds were lioard near the umbilicus. lutenial e.vaminatiou revealed no presentino- 

part. The cervix was feit liigh up on the left side. A diagnosis of extrauterine 
pregnancy was made. 

Operation was performed on Oct. 4, 1922, at St. Joseph’s Hospital, Par Eock- 
mvay. On opemng the abdomen the sac ruptured. The fetus was found under the 
c hi “’■‘I resuscitated. The 

ight nwMlIa uith contraction on the right side of the neck. The placenta was 
=.<li.oront to the nton.s, ami the s.ac to the cecum. Owing to adhLons' ardlieu::! 
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rliage, it was decided to do a iiystorcetoniy and to remove tlie sac, pJacenta and 
uterus on masse. This was done without much difficulty. TIic appendix was em- 
bedded in the sac and was removed with the mass. Convalescence was uneventful. 
TIic patient left the liospital on the fourteenth day, ■with the wound completely 
healed. When last seen, one month after delivery, mother and child were in excel- 
lent condition. 


Dr. Royal C. Van Etten also reported a case of Full Term Extra- 
uterine Pregnancy with a Living Baby. 

A colored woman, aged twenty-four, was seen at the antepartum clinic at Sloane 
Hospital, Dec. 12, 1021. She had been married I’,-* years, was well, her periods 
liad been regular and normal, and she gave no history of prewous .illness or opera- 
tion. She had given birth five years before to a seven months’ baby which died 
the day of birth. Her last regular period was June 11, 1921; it was followed by 
“spotting” in July. Quickening was noticed on October 12, making her due April 
IS, 1922. She had been in one of the Xcw York hospitals from September 20 to 
October 21, 1921, comidaining of pain in the left lower quadrant and dysuria; no 
flowing and no fainting. She ran a temperature of 99° to 100° for two weeks. 
Her blood count showed 11,700 leucocytes and SC per cent polys. Wassermann was 
negative. 

The diagnosis at this time was either; (1) Isormal pregnancy, 3 months, with 
fibroid. (2) Normal pregnancy with salpingitis. (3) Ectopic gestation, left.. 

She was discharged as a case of normal pregnancy with salpingitis, and a refer- 
ence to a mass on the left 'was made. This Avas to be Avatched at the time of labor. 

On December 19, at our clinic .she A\'as comp)laining of a slight pain in the loAA'cr 
abdomen. The position of the fetus Avas transverse. Her Wassermann was 4 phis 
and she was given one bottle of mixed treatment during her pregnancy. Subsequent 
visits to the clinic Averc on January 9 and January 20, 1922. 

On Eeb. 3, 1922, the patient Avas admitted to Sloane Hospital complaining of 
pains for the past few hours; these AA'cre noted as labor pains. She had had pain 
for several days AvheueA’er the baby moved. The cerAux was long and patulous. It 
Avas thought that she would probably deliA'er if the baby were not too large, though 
slie had a generalbv contracted poh’is, Avith a diagonal conjugate of 10 cm. The child 
Avas in breech presentation. Were it not for the positive Wassermann avc Avould IiaAC 
advised cesarean section at term. On February 14, patient Avas discharged from 
the hospital. On February 21 and 28, she AA'as seen at the anteiiartum clinic. On 
March S, she was again admitted to Sloane Hospital, complaining of severe abdom- 
inal pain. She AA’as examined under an anesthetic and cesarean section adA’ised, be 
cause it was thought she had fibroids and a breech Avhich, AA’ith her small pebis, 
Avould prevent delivery. 

March 10, 19SS. — ^Examination under ether disclosed a “fibroid” in the posteiior 
Avail of the uterus. The abdomen was \'ery tense. The position of the child could 
not be determined. It Avas believed that the fibroid Avas obstructing labor. 

Operation . — ^hlidline incision in the abdomen beloAA’ the umbilicus. On opening 
the peritoneum a large amount of fluid was OA’acuated; the shoulder and arm of the 
child were then presenting. It Avas found to be a full-term extrauterine preguancA. 
The fetus was deliA'ered with a feAA' stringy adhesions to the omentum and small 
intestine. The placenta AA’as found on the left side and w’as attached to the left 
tube, left ovary and left mesosalpinx. It vras easily dcIiA’ered into the abdominal 
AA’ound. The left tube and ovary and the left infundibulopelA’ic ligament Avere 
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ligated. Tlie placenta was removed. No evidence of rupture of tlie left tulie coiM 
lie made out. The abdomen was dosed by using continuous plain gut for pentone^ 
and muscle; figure-of-eight silkworm-gut retention sutures for skm and fascia; 
locked iodized continuous sutures for fascia; and continuous locked silk for skin. 


No drainage. 

The child was a male, weighing 8 pounds 2 ounces. 

The postoperative course was stormy for twenty-four hours and then recoieiy 
was uneventful. The patient left the hospital on March 31. Both mother and child 
were in good condition. 

Pollow-up.— April 12; Baby syphilitic osteomyelitis. X-ray of left knee. April 
22; Baby Wassermann 4 plus. July 24; Both mother and baby Wassermann 4 
plus. Aug. 7: Mother’s scar healed well. Baby’s weight, 14 pounds. Sept. 6; 
Baby treated at St. Luke’s Hospital. Oct. 20; I saw the patient at her home. 
Mother well. Baby fine. Weight 15 pounds. 

All the staffs in both hospitals except two men missed the diagnosis completely, 
as was the fact in a case reported in the Journal of the American Medical Associa- 
tion for Oct. 7, 1922. Here a dead baby! was delivered. 

Cases of this kind are- still infrequent enough to make worth while reporting. 
This case was almost an ovarian pregnancy; but it could not be proved that the 
attachment to the tube was secondary. Dr. Cragin reported six eases. All the 
mothers lived and three babies, all slightly deformed. Since Dr. Cragin ’s death they 
Jmd liad three cases. One Dr. W. Ward delivered in 1919. Mother and child lived. 
The placenta was not delivered at the time of operation. We liad one case with a 
macerated fetus in 1920, and the above case. In all 290 cases have been reported 
to date. Beck reported 262 in 1919. 

The older treatment -u-as to ignore the cliild and save the mother. This stiU 
holds true for cases up to tho sixth montli. If after that, we usually wait until 
S months and 2 weeks to operate, as the risk between those periods is not materially 
increased. The placenta is the dangerous clement in all deliveries; if it cannot be 
freed without. too profuse hemorrhage, it should be left in place. Closure without 
dvaiuago with the placenta in — yte believe to be a risky procedure. Bozar of Georgia 
estimated a maternal mortality of 11,1 per cent if the placenta can be removed; 
3S.7 per cent if it is left in, the mortality being due to hemorrhage and infection. 
There is a spurious labor at 8 months 2 weeks which is apt to kill tlie baby. If tlie 
fetus is dead wait two weeks and then operate. 

The diagnosis is hard to distinguish from (1) fibroid and pregnancy in utero and 
(2) pregnancy with biconiuate ntems. The fetus is apt to be deformed, although 
our two live babies were normal. 

Doavor of Syracuse has reported an interesting case where the diagnosis was 
made at tlie third month, and the woman was watched to term. Pains beginning 
early and continuing throughout the pregnancy; a story of fainting and pain at 
about tho third month, and, as Anspaeh says, sensitiveness of the abdomen with 
later fetal movements close to the abdominal wall, should all lead one to consider 
an ectopic pregnancy as progressing toward term. 


DISCUSSION ON PAPERS OF DR. RAU AND DR. VAN ETTEN 

DR. ALFRED C. BECK.— At the time that I reported a case of advanced extra- 
uteriiie pregnancy before the American Medical Association I made a careful renew 

tM '^^ses. Between 30 and 40 have been re- 

1 or I i-mcc that date so that the total is considerably higher than Dr Van Etten 

ZiTtr l- the best" time to operate wS as 

-‘Oil as tho diagnosis was made. Werdor of Pittsburg and the late Dr. Cragin felt 
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that the interests of the child should not be disregarded and reconnneiided ■watch- 
ful expectancy until the 38th week. As a result of my study I found that this was 
the very best time to interfere in the interest of the child. The mother’s interest 
is likewise best handled by waiting until the 3Sth week for actual risk from the 
operation is less at this time than at the 7tli or 8th month. Therefore if the patient 
can be kept under observation the best time to operate in the interest of both 
mother and cliild' is the 38th week. 

The placenta has been handled in three waj’s. By far the best results ■were re- 
ported in those cases in ■which removal of the placenta and closure without drainage 
was practiced. In this group the maternal mortality was about 16 per cent. Some 
Italian operators in 1895 recommended leaving the placenta in the abdomen and 
closure without drainage. Twelve reports in which this routine was followed were 
found and the mortality was 33 per cent. Ectention of the placenta ■with drain- 
age was very commonlj' practiced and the mortalitj’ following this routine was 
about 38 per cent. From these figures I concluded that the placenta should be 
removed whenever it is possible to control its blood supply as in the two cases 
reported tonight. If the location of the placental site is such that its blood supply 
cannot be ligated it would seem that leaving the placenta in the abdomen and clo- 
sure without drainage is preferable to closure with drainage because of the in- 
creased risk of infection which accompanies the latter routine. 

DE. L. T. LeWALD. — ^I t would be interesting to know whether roentgenological 
e.\'aminatiou was made in cither of these cases. It is surprising how much the 
x-rays have revealed in cases of this kind examined recently ■with the use of the 
Potter-Buck}’ diaphragm. There have been four cases at St. Luke’s Hospital within 
tho last six months. Two of these had been diagnosed as probable ovarian cysts 
and were about to bo operated upon when the x-rays revealed the presence of a 
fetus of about seven months. The other two cases were x-ray negative for a fetus 
and they proved to bo ovarian cysts at operation. If the x-ray gives an unusually 
clear shadow of tho fetus in the absence of a secondary shadow cast by the liquor 
amnii one might consider this suggestive of abdominal pregnancy versus normal. 

DE. SAMUEL J. DEUSKIN.— In reference to the diagnosis of abdominal preg- 
nancy by means of the x-rays, some years ago I was called to see a case with an 
excessive amount of liquor amnii in the ninth mouth of pregnancy. The x-ray uas 
negative, and I then concluded that the liquor anmii interfered with the deniojistra- 
tion of the fetus. But if any one has seen the plates talccn by “Warnekros at the 
Bumm Clinic in Berlin, one would notice that they show the fetus with remarkable 
clearness. That would lead one to conclude that the x-ray examination would be 
able to afford a diagnosis of pregnancy. "With reference to the statement regai fl- 
ing the difference in the phadow in the presence of an extrauterine pregnane}, if 
Dr. Le Wald had seen these very remarkably clear picture.s, he would also agree that 
even a large amount of liquor amnii does not obscure the fetus. The differential 
diagnosis of extrauterine pregnancy, by means of x-ray is made on other grounds. 
The attitude of the fetus in iitero, is not, as is generally supposed, that of marked 
flexion. On the contrary, with the exception of a moderate curvature of the spinal 
column, the head is in a position, midway between flexion and extension, and the 
extremities occupy a more or less normal position. In the case of extrauterine preg- 
nancy, however, the parts are in one mass. Given the additional fact of a bod} 
containing a fetus displacing the cervix uteri, the diagnosis of extrauterine preg- 
nancy is a certainty. 
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Dr. Eichard N. Pierson read a paper entitled Cord Wassermann 
Statistics, of wMcli an abstract follows. 

When is the ne^vbotn child syphilitic? This is a question not yet answered com-, 
pletely or to even a moderate degree of satisfaction, although it 
for more than a dozen years by many competent observers all over the wor d. A 
study of the literature would seem to justify the conclusion that this failure to find 
the answer sought, is due to the failure to study a sufficient amount of matena 

over a sufficient period of time. . . , , i 

It is easy to recognize these defects of knowledge, but it is a larp order to 
remedy them. We recognize, therefore, that we shall indeed be lucky if our work 
approaches in value that of many authors, the defects of whose work we have just 
mentioned. For the past several years, at the Sloane Hospital for Women, we 
have attacked this problem in the following way: (1) A Wassermann test is done 
on every patient admitted to the antepartum clinic. (2) All patients who show a 
Wassermann reaction, positive in any degree, or with a personal or family histoiy 
suggestive of syphilis, are referred to our special clinic held once a week. (3) Posi- 
tive and suspected cases receive intensive treatment throughout pregnancy, (4) A 
cord Wassermann is done on all babies in whose mothers syphilis is present or sus- 
pected. (5) The placentas of all such eases are examined microscopically for signs 
of syphilis. (6) All stillbirths or babies that die are completely studied at autopsy. 
(7) Blood is taken from the heel or vein of all positive or suspicious eases on the 
tenth day of life. (8) Babies who show a positive Wassermann on cord blood, 
receive mercury intramuscularly twice a week. (9) All babies and mothers in whom 
syphilis is suspected arc seen at frequent intervals at follow-up, to deteimine the 
condition of the Wassermann reaction, and the presence or absence of clinical 
sjqihilis. 

Prom this larger study we present a few facts on the cord Wassermann, with the 
conclusions that appear to follow. The literature is sharply divided on the diag- 
nostic and prognostic value of the cord AVassermann. Bauer, Bar, Daunay, Jeans, 
Plass, Ycrington, find it valuable. Pildes and Williams find it of little value. We 
believe that the first named authors have established their position by the facts 
presented. On the other hand, we do not believe that the conclusions of the last 
named authors are warranted because of what appears to us to be errors of control 
and induction in their work. 

Of 300 consecutive women with positive Wassermann, 200 had either cord or heel 
M assermann reaction reported. Of 183 reported cord Wassermanns, 138, or 75.96 
per cent, were positive in some degree; 99, or 71.20 per cent, of the positive reac- 
tions were strongly positive; 40, or 28.80 per cent, of tlie positive reactions were 
neakly positive. Forty-four, or 24.04 per cent, were negative. Of these 44 nega- 
tive cord cases, 18 heel Wassermanns were reported; 15 were negative, 83.33 per 
cent. Within the limits of error 100 per cent, 3 were weakly positive, 2 with 
cholcstorin and 1 witii alcohol. 

Of 90 strongly positive cords, heels were done in 73. Of these 43, or 58.90 per 
Tt ir^oon'^ positive; 17, or 23.30 per cent, became weakly positive; 

ISe Of 40 13, or 17.80 per cent became 

CO.S!) per cent, remained weakly positive, and 9, or 39.12 per cent, became negative 

As to the effect of treatment on cord Wassermanns 47 mothers received sLis* 

aetory treatment. No babies died, yet 35 babies of these mothers 13 a uo ' 

b«SiSs^ ^etrof 

B.o:r.r.r“ "1'™ 
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died of sj’philis. Ten cord AVassennanns wore donej ail^ or 100 per cent were posi- 
tive. Ninety-two mothers had no record of treatment; 57 babies of these motliers 
sliowed a positive cord Wassormann, 02 per cent. 

Conclusions. — (1) IVlicn the mother is syphilitic the cord Wassermann will he 
positive ill the majority of cases (139 of 183, or 75.96 per cent). (2) IVhen the 
cord is strongl}" positive (-13 of 73, or 58.90 per cent, remain strongly positive in the 
baby at the tenth day; 17 of 73, or 23.30 per cent, became weakly positive; 13 of 
73, or 17.80 per cent, became negative), it continues so in the baby’ in the majority 
of casc.s. (3) When the cord is weakly positive (14 of 23 remained weakly posi- 
tive, GO. 89 per cent; 9 of 23 became negative, 39.11 per cent), it continues so in 
the baby at ten days in the majority of cases. (4) Neither satisfactory nor poor 
treatment seems to materially diminish the ineideucc of a positive reaction in the 
cord blood; 70 per cent of such cases show a positive cord. (5) The few cases 
known to have received no treatment (10) showed 100 per cent incidence of posi- 
tive cord reaction. (G) "Wlien the cord is negative, it remains so in the babyi at ten 
days in the great majority of cases. (7) We believe that a positive cord Wasser- 
niann indicates syphilis of the mother or baby or both. (8) We believe that the 
cord Wassermann should be practiced in all babies whose mothers are syphilitic or 
are suspected of being syphilitic. (9) We believe that a baby with a positive cord 
Wassennann should be treated as syphilitic until proved not syphilitic over a period 
of months or years. (10) Answer to the question “When is a newborn infant syph- 
ilitic, " is not yet at hand. 


Dr. Fenton B. Turck read a paiier entitled The Pathological Reaction 
of Tissue Extract (Oytost) Liberated in Pregnancy. (Toxemia of 
Pregnancy and Shock.) (See page 139.) 

DISCUSSION 

DE. F. H. PIKE. — 1 am studying tliis subject from the point of view of biology, 
and will discuss it from that point of view. Durbig the war and at its close ve neio 
very much excited because of the findings of Dale and his collaborators that the 
products of injuries and wounds result in clinical shock. Dale isolated chemically 
one substance which he thought was histamine and which he thought vas respon 
.sible for the rather sudden and unhaxtpy ending of cases of severe wounds on the 
battle field. All this time we had growing up here in America work leading to 
exactly the same conclusions. Because of this peculiar blindness we did not see it. 
Now I am engaged in translating Dr. Turck ’s results into my own language so that 
I can understand tliem. 

Wlien we say' that a patient dies of shock, unless we specify the conditions under 
which the patient died the mere term shock does not mean much. I do not know 
why the patient died or what caused the shock of which he died. Now I nant to 
bring out just one thing. If this rapid destruction and rapid disintegration o 
tissue after severe wounds leads to sudden collapse and death, I want to ask you 
what the effect w'ould be of more gradual doses for weeks, months or peihaps 
years. The effect is a question of dosage. In pregnancy' wo have a rapid change 
in the tissues, we have a rapid formation of tissues and the mebaholism in cm tain 
reg'ioiis is greatly' increased in rate; and under these conditions there is nothin^, 
more natural than that the mechanism of metabolism should occasionally get out of 
control. Why is malignancy associated with so much more cachexia than the surgi 
cal removal of the same amount of tissue, or tlian is associated with a benign tumor 
of the same size? I do not care what this means in terms of histology, or that one 
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form of tumor gives rise to metastases and the other does not. But in terms of 
biology one is a question of altered metabolism, of more rapid breakdown of tissues, 
and the other is not. In one malignant tumor, associated with obstetrical and 
gynecological practice, syncytioma malignum, we have a very rapidly fatal growth, 
and I think we will find in other cases of malignant tumor that we have a more 
gradual tissue destruction, lasting for long periods of time, liberating toxins or 
other substances wlueh may lead to cachexia. Some years ago I became interested 
ill the terms toxin, poison, venom, etc., and looked them up in the dictionary. If 
you study these terms you will find that the word toxin goes back to decaying 
flesh, and implies something that has a bad odor. The meaning ip something the 
same as was understood by the old Greeks when we speak of the products of the 
breaking down of tissues as toxins. 
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Collective Review 


Midwifery in India* 

By Kkdarnath Das, ]\I.D., Calcutta, India 

(Continued from Joniinri/ issue.) 

JIIDWIFERY IN INDIA UNDER BRITISH RULE 

Y OU are aware that tlic gradual establisliment of British rule in ludia 
was the work of Anglo-Indian surgeons who were instrumental in se- 
curing trading concessions and charters for the East India Company, 
leading up to the establishment of the three great centres at Bombay, 
Calcutta and Madras. But it was not until well .after Clive’s A'ietory at 
Plasscy in 1757, that we see the Indian jNIedical service taking part 
in the gradual introduction of British INIedicine into India. The first at- 
tempt to impart medical education in Bengal on 'Western lines, was 
made in 1822. Instruction was given through the medium of vernacular 
languages along with Hindu and Arabic s 3 'stems. Dissection was not 
attempted, neither an.y sort of clinical teaching (in midwifery). 

A thorough and efficient .s.vstem of medical education, imparted 
through the medium of the English language and based on rational and 
scientific lines, was introduced in India bj’’ Lord William Bentinck in 
1835 with the establishment of the Medical College of Bengal at Cal- 
cutta. Similar colleges were established in Madras and Bombay veiy 
soon after. Some .years later, a medical college was started in Lahore, 
but there arc no facilities for clinical teaching in niidwifeiy, owing to 
social conditions of women of that part of the country. Three other 
medical colleges have within recent j^ears, been started, one at Lucknow, 
with practicallj" no arrangement for the training of students in iiractical 
midwiferj'-, one at Delhi for women students onlj^, and the third at 
Calcutta, the second medical college in that city, affiliated to the Cal- 
cutta University. 

Lying-in hospitals were opened in connection Avith the medical col- 
leges at Calcutta, Madras and Bonibaj'' for imparting clinical instruc- 
tion in midiviferj’- as early as 1840. The Eden Hospital at Calcutta con- 
tains 96 beds for obstetric and gjmecologic cases, deals ivitli about 
1200 labor cases annually and affords clinical instruction to about 120 
undergraduates of the first medical college. In the second medical 
college at Calcutta, Avhieh is known as the Carmichael Medical College, 

*Read before the Forty-seventh Annual Meeting of the American Gynecological Society, 
May 1-3, 1922, Washington, D. C. 
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and wMcli lias been started in 1916, provision lias been made for obstet- 
ric and gynecologic wards containing 60 beds. 

These wards are intended to provide clinical inaterial for leaching 
50 students every year. Bai Matlibai Obstetric Hospital at Bombay 
gets more than 1200 labor cases every year aiid the students o± tlie 
Grant Medical College are trained thm’e. In ]\Iadras there is a large ma- 
ternity hospital with a school of obstetrics attached to it. The average 
number of confinement cases is more than 2500 per annum. It affords 
not only undergraduate but also postgraduate training. It should be 
mentioned that so far, no extern maternity or district system has been 
organized in connection with our medical colleges and students are 
trained under strict hospital conditions. 

It is pertinent to observe here that although the practice of mid- 
wifery on Western lines was introduced into India only 80 years ago, 
much' has been accomplished within this period. The chief difficulty lies 
in overcoming the deep-rooted social pre.indices of centuries. Hi a large 
provincial town in India you can observe, side by side, midwifery work 
of the best modern type and of the worst primitive type. The problem 
is one of social evolution which is being brought about steadily and I 
may say, fairly rapidly. In Calcutta, operative midwifery among 
Indian women, has been mauily in the hands of Indian (men) doctors 
.since 1842; but ordinary confinements are attended by the usual “handy 
women.” A certain number of Indian midwives arc being trained in 
the maternity hospitals but their number is yet too small to create a 
tangible impression on midwifery iiractice in Bengal. The total average 
output is 15-20 a j"car. I may also mention that the supply of fully 
qualified practitioners has not been adequate. In the whole of Bengal 
there are 3709 registered medical practitioners of whom only about a 
tliird are medical graduates. Obstetrics and gynecology are still in the 
liands of a few men. In Calcutta, with a population of one and a. quar- 
ter million we have not more than a dozen of sucli men. 

Uedicul Missions exerted great influence in introducing Western ob- 
stetric methods in India. The first regular medical missions in South- 
ern India seem to have been founded and supported by citizens of the 
United States between 1830-1840. Since then the work has progressed 
and increased. 

Medical IFouica.— In a country like India, where a large proportion 
of women observe the purdah, medical women were an important factor 
in popularizing Western metliods among Indian women. Lady doctors 
first made their appearance in connection with medical missions. The 
first appear.s to have been ^liss C. Sivain, M.D., who joined the American 
iMcthodist Episcopal Mission in Northern India in 1869. The employ- 
ment of medical women in India, liowever, received a great impetus 
from the I oundation of the Dufferin Fund in 1885. Dufferin Hospitals 
liavc been established in practically all important towns in India for 
aftordmg female medical aid to the women of India. To my mind 'this 
scliemc has a restraining influence on the social evolution, to whicli I 
liavc already referred. 

Within recent years great attention has been paid to the study of 
frojneal diseases and the importance of the influence of tropical condi- 
tions on physiological functions and obstetric problems has been realized 
I be most obvious effects of a hot tropical climate during precruaney are 
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(1) lassitude and depression of spirits, due to the lowered nervous ten- 
sion consequent on tlie strain placed on the thexTUotaxic mechanism hy 
the unusual thermal environment; (2) phosplxaturia, due to perverted 
nietaholisny, (3) pyrexia after labor possibly due to a failui’e of the 
thermotaxic mechanism and (4) faulty involution of the uteiuxs due 
to atonicity. Moreover, the observations on diet and metabolism in 
Bengalese, undertaken hy Dr. McCay and others, go to show that the 
excretion of urea in Bengalese is very much less than in Europeans. It 
is clear, therefore, that conclusions drawx from certain phj'siologie 
standards, deduced from observations made in other countries, are 
hoixnd to vary, e. g., ammonia coefficient. I may now indicate to you 
some of the subjects that hlive been investigated: (1) The age of onset 
of menstruation in Bengali gilds, the average being 12. (2) Pelvimetry. 
The extei'iial measurements of the pelvis of a Bengali woman as com- 
pared with those of an American woman, arc as follows: 

Intertro- Externa 
Intei’spinous Intei’cidstal chantei’ic Conjugata 

Bengali 21 24.8 27 17.5 

Amci'ican 26 29 32 21 

(3) Weight of Bengali childi’cn is on an average 10 per cent less than 
that of an English child. (4) The weight of placenta is proportionately 
less. (5) The froqueney of twin pregnancy has been found to be in 
Bengalis 1:53 as against 1:96 in Eui'opeans. (6) Prequenej’' of puer- 
peral eclampsia. It has been found that among Bengali women eclampsia 
occiu's 1:66 wliilo the Englisli pi’oportion is 1:50. (7) Influence of 

atmospheric conditions, viz : tcmpei*aturc and humidity, on the incideiiee 
of eclampsia. It has been shown that there is a direct relationship be- 
tween the combined influence of temperature and humidity in the 
difllerent months of the j'ear and the number of cases in those months. 
(8) The etiology and pathologj”^ of Sutika (or pixerpei’al diaiT-hea). 
Tlxis has alx’eady been referred to. There are numerous other problems 
which await solutions: viz., (a) the cause of greater frequency of osteo- 
malacia in India, especially in certain communities (Slarwaries and 
Bombay banias) ; (b) the prevalence of anemia during pre^iancj', 
primary and secondary and its causative relation with malai’ia, and 
numerous other problems. I think I have sufficiently indicated the 
impoi’tanee of tropical midwifery whicli evidently requires modification 
in our ideas regarding diagnosis, prognosis and treatment. All oiir 
obsteti’ic instruments require modifying. I show you a modified pair 
of obstetric forceps for Bengali women. _ 

Medical Registration, Reciprocity and Teaching of Practical Mid- 
imfery. — I shall finally allude to one other point and would iiii'ite a 
discussion thereon. The medical degrees of the Indian Universities have 
so far been deemed sufficient for purposes of reciprocal registration m 
the United Kingdom. Last jmar the question has been raised by the 
General Council of Medical Education and Registration of the United 
Kingdom that the teaching of practical midwifery in the Calcutta and 
other Indian Univei'sities, does not come up to the standard laid dovm 
by them. They require that each student shall pei’sonally conduct 
twenty cases of labor. It is not necessaiy that students should attend 
maternity wards. The Council insists on the number tiventy. Oui 
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Students at Calcutta conduct six labor cases m tlie hospital undei 
hospital conditions and attend at least fourteen more under simdar 
conditions, and not under the makeshift conditions of the distiict sjs 
tem, which is mainly in vogue in Great Britain and Ireland. _ Student 
of Indian Universities conduct their cases under the supervision oi tne 
professor or the senior hospital staff and are not left to pick up for them- 
selves Avhatever they can, as in the district sj^stem. Our students are 
constantly in touch with the senior teachers and hpe the advantage 
of their supervision and guidance, while under the district system they 
are completely out of touch ivith them. Our students are compelled to 
attend the obstetric ward for a month, during which period they are 
made to reside in the hospital and see a large number of abnormal eases, 
while under the district system, the student learns extremely little of 
abnormal labor. In a considerable proportion of eases the child is born 
before or immediately after the student’s arrival. To conduct under 
direct supervision of the senior staff or see one case conducted properly 
is, in inj'" opinion, wortli more than attendance on a hundred eases. The 
compulsory conduct of a specified number of confinements should, there- 
fore, be abolished. I shall, tliercfove, enunciate the propositions (1) that 
a thorough practical instruction in midwifery can be imparted Avith a 
comparatively small number of labor eases properly utilized by efficient 
senior teachers; (2) that the mere attendance on tAventy eases of labor 
without any supervision does not connote efficiency in practical mid- 
Avifery; and (3) that mechanical devices, manikins, models, specimens, 
diagrams, stereograms, cinema films and other aids to obstetric teach- 
ing go a long Ava.y toAvards increasing the efficiency of practical knoAvl- 
edge in inidAvifei'y. 


Selected Abstracts 


Abdominal Cesarean Section 

Blacker: The Idmitations of Cesarean Section. .Journal of Obstetrics and 
Gynaecology of tlie British Empire, 3922, x.xviji, 447. 

Cesarean sections performed for such conditions as impacted shoulders, liy- 
dr.amnios, hydrocephalus, A-aricosc A’cins and eclampsia prompt the author to this 
analysis of operative indications. The erroneous conclusion that the operation 
carries no serious maternal risk is often obtained from the study of small series. 
Under the best conditions abdonsinal ce.sarean section has a 2% maternal mor- 
tality which is augmented to 10% when the operation is done late in labor and 
27% when done after attempts at dclivcrj- from below have failed. It has yet 
to be shown that the so-called e.vtr.aperitoneal section or the loAver segment 
operation diminish the risk in potentially infected cases. Ce.sarean hysterertomy 

tl.e safest procedure in this type of delivery, is highly undesirable in youn- 
women. “ 

High forceps are to be avoided as a means of overcoming disproportion. 
Puluotomy should be used more freely for outlet contractions. When an operator 

ho craniotomy on the living child is preferable to 

the attendant nsk of cesarean section at this time. Craniotomy on the liwn-r 
child IS avoided not by cesarean section late in labor but bv the induction of 
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labor before term. In support of this the author 7nentions 307 women with con- 
tracted pelvis delivered without a maternal death by the induction of premature 
labor. 

Twolvo hundred and twenty-nine cases of placenta previa treated by con- 
servative methods in four dilTorcnt clinics yielded an average maternal mor- 
tality of 2%. Three hundred and thirty-one cases of placenta previa treated 
by cesarean section (Hitsehman, Kerr and Holland) carried an average maternal 
mortality of 7.05%. Cesarean section in placenta previa, therefore, increase.s the 
maternal risk for the sake of a child, premature in 33% of cases. In the case 
of a priniagravida at term with a central placenta previa or even a multipara 
with a living child near term, cesarean section may occa.sionallj’' be the prefer- 
able method of treatment. 

Until the maternal mortality from cesarean section in eclampsia can be re- 
duced to that obtained from the conservative treatment, the operation should 
be reserved for the c.xccptional case. In Holland’s report 63 out of 196 cases 
of eclampsia treated by section died, a maternal death rate of 32%. The 
average maternal death rate from 1015 cases of eclampsia treated by conserva- 
tive measures in three different clinics was 7.2%. 

Cesarean section followed by hj’stcrcctomj', when ncccssaiy, is the logical 
treatment for fibroids obstructing the outlet. Eventration of the uterus and re- 
moval of the obstructing ovarian ci’st, when performed in the second stage of 
labor will frequently make delivery by forceps from below easy and prevent a 
needless hysterotomy. To control hemorrhage and effect delivery with a min- 
imum of shook, cesarean section is frequently the preferable method of treat- 
ment in severe cases of accidental hemorrhage. Unless accompanied by a con- 
tracted pelvis, or in the presence of disproportion, the treatment of faulty pres- 
entations by abdominal section is not justifiable. In our zeal to save fetal life 
we should not forgot the added maternal risk which is associated with, and 
inseparable from abdominal cesarean section, H. W. Shutter. 

Paton, John: Cesarean Section in a Case of Prolapsed Cord. British Medical 

Journal, Dec. 10, 1921, p. 9S7. 

The author reports the case of a woman, aged 29, primipara, undilated os, 
labor commenced, large child, breech presentation. Several coils of a pulsating 
cord were presenting. The child was delivered by cesarean section. Both mother 
and child survived the operation. U. L. Adair. 

Holland, Eardley: Methods of Performing Cesarean Section. Journal of Ob- 
stetrics and Gynaecology of the British Empire, 1922, xxviii, 349. 

Statistics on the cesarean sections perfomed in the United Kingdom from 
1911 to 1920 show improvement in certain groups only over the results compiled 
by Eouth in 1911. The maternal mortality remained about as before in cases 
operated after long labor or after attempts at delivery with forceps had failed, 
10% and 26%, re.speetively. 

Long experience with the classical operation has exposed its limitations and 
defects. It carries a tremendous risk where infection is present or suspected. 
There is a high percentage (4%) of scar rupture in subsequent pregnancies. 
Postoperative adhesions are the rule and intestinal complications are not infre- 
quent. The presence of an incision in the active muscular portion of the uterus, 
which is at this time high in the abdominal cavity, is a distinct disadvantage 
to the ’old type of operation. Neglect in waiting until retraction has taken place 
before suture of the uterine wound, frequent failure to include sufiicient uterine 
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musclo i» a. sutoes and tie eoeo teltl wild tte i.v.I.U.g rtent. decomp.e.s 
catETut are all factors unfavorable to tbe classical operation. 

Wtii few exceptions tbe author employs tbe transperitoneal operation tlirougb 
tlie lower segment of tlie uterus. The location of the wound ow in ttie utenis 
L absence S^intestines in the field and the fewer blood vessels in a-a are 
all advantages to the operation. Postoperative adhesions are infrequent. The 
thin uterine wall makes closure of the wound easy. When the wound is closed 
it is covered by bladder, peritoneum and in part fascia. So far only one scar 
rupture in subsequent pregnancy has been reported. The operation largely 
favored for cases long in labor or where infection is to be feared. Difficulties 
may be encountered in cases with kyphosis, a short abdominal cavity, uterine 
fibroids, where operation is done before dilatation and retraction have occurred, 
in deep engagement of the head or where the presenting part is jammed firmly 
against the pelvic brim. H. W. Shutter. 


Cameron, S. J: Cesarean Section. The British Medical Journal, June 10, 1922, 

p. 911. 

The author states that the general indication for the operation has been ex- 
tended within recent years and recognizes as present day indications the fol- 
lowing conditions: (1) contracted pelvis; (2) neoplasm; (3) cicatricial contrac- 
tion of the cervix and vagina; (4) accidental hemorrhage and placenta previa. 
The author is doubtful about (5) eclampsia as an indication, (6) ventro-fixa- 
tioii and vaginal fixation of the utenis, and in rare eases, (7) retraction ring. 
The proper time of operation is given as the first stage of labor before the 
mombranes are ruptured or before the onset of labor. Site of incision: The au- 
thor prefers an incision through the roctus sheath or a transverse incision, 
lie thinks the incision should be made through the right rectus. In the treat- 
ment of the uterus, he walls off the peritoneal cavity with gauze sponges, de- 
livers the child by the feet, and delivers the utenis after the child has Deen ex- 
tracted. He sutures the uterine wall with the use of three interrupted silk 
sutures and then the remainder of the wall is closed with similar catgut sutures, 
and finally continuous suture of catgut is used throughout the entire length of 
the wound, D. L. Adair. 


Kerr, Mnnro: The Lower Uterine Segment in Conservative Cesarean Section. 

Journal of Obstetrics and Gynaecolog)' of the British Empire, 1922, xxiiii, 475. 

The utility of cc.sareau section as an obstetric procedure depends on our abil- 
ity to perform a nonstcrilizing operation which will be followed by a sound uter- 
ine cicatrix. The author considers in detail the relative merits of the classical 
and lower uterine segment operations. That our ordinary methods of suture of 
the uterine Avound are unsatisfactory is shown by a 4% incidence of rupture in 
the cases subsequently becoming pregnant. 

The chief reasons for defects in uterine sears are: incomplete asepsis, the ir- 
regular distribution of the uterine muscle fibres, uterine unrest subsequent to 
labor and the dcgencrativo processes active in the puerperal uterus. Other unfa- 
vorable factors arc the presence of the placenta on the anterior uterine wall in 
■ 10 % of cases and the fact that sutures in the uterine wound must provide both 
hemostasis and coaptation. In a measure the above difficulties can be counter- 
acted by the maintenance of rigid asepsis, suture of the uterine wound imnicdi- 

a e } on delivery of the fetus, the use of layered sutures in the wound and the 
.lAoidance of pituitrin and ergot. 

The low transperitoneal operation with layered sutures overcomes many of the 
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objections to the older operations. There is less tendency to rupture in subse- 
quent pregnancy. Tlic incision is in a noncontractile portion of the uteras and 
if rupture does occur it is not until the lower segment has been thinned by 
labor. Objections to the operation are the vascularity of the area in placenta 
previa and the difficulties encountered where labor has not drawn up the lower 
segment. The operation may be difficult in the presence of deformities or tumors. 
Undoubtedly the operative technic is more difficult than the ordinary operation 
and will occasionally not be suitable for the emergency. H. 'W. Shutter. 

Copeland: Trausperitoneal Cesarean Section. Journal American Medical Asso- 
ciation, 1921, Ixxvii, 4-19. 

Copeland lays a great deal of stre.ss on the importance of precision and team 
work in all operative procedures and, especially, in cesarean section. Before each 
operation ho explains to each assistant and nurse the exact part he is to perform. 
In this waj' each performs his duty with precision and without waste of time, 
lie further saves time by dispensing with drapes and by using largo needles to 
avoid needle holders. 

He makes a o-inch incision beginning an inch to the right and above the um- 
biUeus. The uterus is closed with a . continuous suture including all but the 
mucosa. This lino is covered with a Cushing suture. The abdomen is then 
closed in layers. In closing the article, he tersely states that progress must ever 
consist in simplifjdng the complex. K. E. "Wonus. 

Martius, Heinrich: Abdominal Cesarean Section. Zeitschrift fiir Geburtshiilfe 

und Gynakologie, 1920, Ixxxiii, p. ICO. 

The author presents conclusions based on a series of 137 abdominal cesarean 
sections performed from 1912-1919 in Franque’s clinic in Bonn, of which 40 were 
extraperitoneal, 24 of the lower segment, 31 classical and 41 Porro cesareans. He 
states that the greatest advance of the last decades in the technic of cesarean 
section is the change in location of the incision from the contracting fundus to 
the passive lower uterine segment. The extraperitoneal section has been a neces- 
sarj' stage in the development of this change but may now be discarded. Malthard 
has shown that the peritoneum is able to take care of the spill of infected 
amniotic fluid. Of a series of 15 lower segment operations in which infection of 
the liquor was bacteriologically demonstrated, not one developed peritonitis, 
while all but three .showed infection in the less resistant tissues of the wound 
or the periuterine structures. For this reason the true extraperitoneal operation, 
with its far more difficult technic, its danger of bladder injuries with serious 
consequences, and its extensive dissection in the loss resistant connective tissue 
is less advantageous than the intraperitoneal operation so performed that an in- 
tact peritoneum covers the uterine wound. The greatly decreased danger of 
infection allows the application of the lower segment operation after a test of 
labor even when the case must be classed in the suspected group where the old 
classical operation would be absolutely contraindicated. Decreased danger of 
infection also allows the application of the operation to placenta previa with 
better fetal and maternal results than by any other type of treatment so far 
proposed. The veiy severely infected cases must still, as previously, be treated 
by the Porro operation and it is a matter of experience and judgment to de- 
termine when this is necessary. The lower segment operation will probably re- 
place almost entirely the bone splitting operations with their complicated puer- 
poria and poor end results. Perforation of the liffing child may still occasionally 
be necessarv as in very badly infected cases with a child in poor condition where 
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a Porro operation r^-ould bo required and tlie viability of tire ebild rsverj doubt- 
ful its liL being sacrificed in the hope of future living children. Sterilization 
is iustified on ivish of the patient follovring the second cesarean and is best earned 
out by removal of the uterus. Wedge incision of the cornua counteracts t le 
advantages of the lower segment operation. Menopausal symptoms, where t e 
uterus is removed but the ovaries retained, are absent or not severe. Adhesions 
following the lower segment operation are much less common than after the 
classical cesarean and arc usually parietal and without symptoms. Danger of 
rupture of the scar is also far less. In many hundred lower segment operations, 
only one rupture in succeeding pregnancy has been reported and in^ this case 
the rupture occurred in the fundal part of the scar which e.vtended higher than 
usual. Better healing probably occurs because the lower segment remains in- 
active while the fundal wound cannot be completely immobilized due to recurring 
contractions of the afterpains. Ma-UGAket Schulze. 


Berkley: Cesarean Radical Hysterectomy Pollowing the Application of Radium. 

Journal of Obstetrics and Gynaecology of the British Empire, 1922, xxviii, 538. 

Berkley reports the following interesting case of cesarean section for car- 
cinoma of the cervix. A thirty-four year old primigravida between six and 
seven months pregnant was found to have an indurated ulcer on the posterior 
lip of the cervix. Excision proved the lesion to be a squamous cell carcinoma. 
At the request of the patient pregnancy was allowed to continue and radium 
(,232 mg, for 8 hours) was inserted into the ulcer on two occasions. Cesarean 
section followed by radical hysterectomy was done near term. The baby at birth 
liad two bald patches on its head corresponding to the position the radium had 
occupied. The bald spots disappeared and the mother and baby were alive seven 
years and five mouths after operation. H. W. Shutter. 


Villarama: Normal Deliveries Following Cesarean Section, Journal of the 
Philippine Islands Medical Association, 1921, i, 11. 

He reports three cases in which normal deliveries occurred after cesarean sec- 
tion. All three cases wore septic during the puerperium but there was no evi- 
dence that the uterine incision was infected. The author concludes that “so 
long as the uterine scar is not defective (which condition is brought about by 
infection of the uterine incision) in the absence of contracted pelvis, normal de- 
livery can bo predicted after cesarean section. In the presence of contracted 
pelvis, however, labor may be induced in the eiglith month of gestation. ’ ’ 

W. K. Foster. 


Oouvelaire; Obstetrical Future of Women after Abdominal Cesarean Section. 
GynCcologio ct Obstetrique, 1920, 225, 

Tins study IS based on fifty gestations in forty-one women who had previously 
undergone an abdominal cesarean section. 

The advances in the technic of the operation have rendered the dan-^ers of 
weak scar and of adhesions to neighboring organs practically neglio-ible The 
operation does not increase the chances for abortion and premature labor Run- 

IrLw' one or two cesareans, 

lu onlj tNio was a subsequent rupture seen. Though rupture may occur in the 

it takr" r u '^fter the onset of labor 

It takes p ace usually without premonitory signs. All women who have had a 

cesarean should, in the last months of subsequent pregnancies, be where L 

umdiate operative measures may be carried out if necessary. Selective cesarean^ 
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fhould be performed at the advent of labor. If no pelvic obstruction exists, tlie 
woman sbonld be given a trial of labor under careful supervision. 

Conservative cesarean sections, practiced under proper conditions, militate 
very slightly against the obstetrical future of women. Though the risk of rup- 
ture in subsecpicnt pregnancies docs exist, it is small and improved technic is 
rendering it smaller. R. t. Lavake. 

Holland, Eardley: Bupture of the Cesarean Section Scar in Subsequent Preg- 
nancy or Labor. Journal of Obstetrics and Gynaecology of the British Em- 
pire, 1922, xxviii, 4SS. 

Of 97 cases reported in detail suflicient for study two-thirds have appeared 
in the last ten years. Of S5 cases noted, rupture followed longitudinal fundal 
incision in 55, transverse incision in 28 and incision of the lower uterine seg- 
ment once. As yet tin:il judgment is reserved on the security of the lower uter- 
ine sears. 

Prom the ctiologic standpoint such accidental factors as twins, hydramnios, 
version, the use of h 3 'drostatic bags and pituitrin were recorded only 17 times. 
Ibupturc of a thin scar ma.v occur from the intrauterine pressure of normal 
labor. In 7S out of S7 cases of rupture the accident occurred at or within one 
month of term. In several cases the rupture had apparcntlj” occurred early in 
pregnancy or a gap in the scar of a previous section had remained open, the 
aperture being closed by adhesions onlj-. In 3-1 out of 51 cases in which loca- 
tion of placenta was stated the placenta was attached under the site of rup- 
ture. Anatomical studies both from reoperation and postmortem show that fre- 
quentl.y the contractile muscle of the upper uterine segment pulls awaj' from the 
incision leaving onlj' a bridge of peritoneum and endometrium to heal. Mi- 
croscopic study reveals no ttnalogj’’ between the erosion and rupture of a 
tube in ectopic xtregnancy and the rupture of a uterine scar. Sepsis seems to 
bo the most common cause of imxtcrfeetly healed scars. Bcoporation shows that . 
the absence of temperature docs not exclude sepsis in a wound. Silkworm gut 
is the ideal suture material for potentially infected cases. Eetraction should 
bo complete before suture of the uterine wound. Transverse fundal incisions 
are mechanically bad. 

It is often forgotten that when women delivered previously bj’’ cesarean sec- 
tion arc allowed to labor in subsequent pregnancy they may have virtually a 
primiparous labor. Although shock, pain, collapse, signs of hemorrhage, cassa- 
tion of labor pains and distinct palpation of fetal parts are the classical signs 
of rupture, often the gradual occurrence of the accident alters the picture 
markedly. Due to hemorrhage the presence of the placenta under the site of 
rupture makes the accident more serious. 

In 67 out of 89 cases, rupture involved practically the entire sear. Of <6 
cases where treatment was possible 56 received hysterectomy, 26 wound suture, 

2 vaginal hj-stcrectomy and 2 drainage. Sixty-six out of 94 mothers recovered. 
Twentj'-one out of 90 babies mentioned lived. Out of 1103 cesarean sections 
done previous to 1918, 487 have subsequently become pregnant. Of these 4/ 
ended in abortion (sxrontaneous or induced), 78 delivered normalW and 3-52 were 
delivered bj- cos.arean section. Rupture of the uterine scar occurred in 4% of 
the 448 women who carried to term. Rupture in subsequent pregnanej’^- oc- 
curred 15 times in 301 eases of cesarean section where catgut was used in the 
uterine wound, twice in 93 cases where the suture material was silk and in no 
cases where silkworm-gut was used. For theoretical reasons silkworm-gut is the 
most suitable uterine suture material. H. W. Shutter. 
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Gamble Thomas O: A Clinical and Anatomical Study of Fifty-one Cases of Re- 
peatk cesarean Section with Especial Reference to the Healing of the Cica- 
trix and to the Occurrence of Rupture Through It, Bulletin of Johns Hop- 
kins Hospital, 1922, xxxiii, 93. 


In a discussion based upon the study of 63 pregnancies occurring in 51 women 
■who had previously been subjected to cesarean section, the author draws the 
following conclusions: (1) The weak cesarean scar may be duo to a single 
factor or to a combination of factors, the most irapoitant of which is infection. 
(2) An afebrile puerperium does not give an absolute assurance of perfect 
wound healing. (3) The perfection of technic in suturing the uterine incision 
will undoubtedly lessen the incidence of weak scars. (In this clinic the incision 
is closed with two layers of catgut the first consisting of deep buried inter- 
rupted sutures placed at intervals of about 1 cm., while a superficial running 
suture brings together the serosal edges. The decidua should be avoided, since 
any bits of it inverted into the wound may proliferate and develop into areas 
of friability). (4) Chromic catgut, in our hands, has proved to be a satisfac- 
tory suture mateiial. (5) The uterine wound should not be closed, if possible, 
until firm contraction of the musculature has occurred. (6) As a rule, fetal ele- 
ments do not invade the uterine sear. (7) Adhesions following cesarean section 
are common. They are not necessarily the result of coexisting infection, and 
may give rise to serious complications at subsequent operations. (8) The dictum 
"once a cesarean, always a cesarean" cannot be accepted without considerable 
reservation. (9) A patient who has once been subjected to a cesarean section 
should enter the hospital several weeks prior to the expected date of confinement, 
so that she may have the benefit of immediate operation should rupture occur. 

0. 0. MAIi.\XD. 


Ichenhauser: Hernia in a Cesarean Section Scar. Deutsche Mcdir.inisehc 
IVochcnschrift, 1921, xdvii, 1000. 

After having given birth to throb dead children, a woman 27 years of ago 
was delivered by cesarean section in 1913, A transverse incision was made in 
the fundus. ' There were no complications. Five years later - she was admitted 
to the hospital on account of a troublesome cough. After this had subsided, a 
soft, dome-shaped swelling was noticed above the umbilicus. At .operation, it 
was found that the uterus had ruptured at the site of the former scar and that 
ihe membranes were protruding from an opening 9 cm. in diameter. The living 
child vas delivered through a median incision and hysterectomy performed. 

R. E. WOEHS. 


V. Jaschke, R. T.: The Justification of Abdominal Cesarean Section in the Treat- 
ment of Placenta Previa. Monatsschrift fiir Goburtshulfo und Gynakoloo-ic 
1922, Iviii, 249. ' 


Cesarean section nowadays is for the large proportion of obstetricians, the 
method of choice in dealing with severe cases of placenta previa, especially placent-i 
prewa totalis._ Hitschmann, who does not favor cesarean section as the usual method 
of dealing with placenta previa had a materaal mortality of 5% in his own cases 
of placenta previa treated by cesarean section. But he performed the classic op- 
uatiou. In tlm cases in which the low conical cesarean is performed the mortality 
not above 2% and it does not matter wlietliev the operation is intra- or extra 
pentoneal. As Hitschmann himself mentions, the general maternal mortality fix 
cesarean section performed for placenta wevia is 3 fiw foi 

>nethods(Braxton-Hicks version, LtreuryC^ 
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Hitsclimaiui’s ])oiiit of view as regards treatment is untenable because lie fails 
to consider tlic life of tlie child. The lowest fetal mortality' obtained with metre- 
urysis is about 20% while the general fetal mortality where the older methods are 
iised, is 30 to 40%. It is v. Jaschko’s opinion that tho child's life should bo neg- 
lected only when a cesarean section would endanger the life of tho mother. 

About one third of tho deaths from hemorrhage in placenta previa are duo 
to lacerations incident upon the use of the older methods of delivery and since 
death from hemorrhage causes 4.8% of the total mortality of 7.6%, the number 
of deaths from lacerations is considerable. In placenta previa totalis the fre- 
quency of lacerations is 2% to 3 times as great and for these cases Hitschmann 
agrees abdominal delivery is justifiable. Finally the mortality from sepsis in 
idaccnta previa is twenty times as high as in cases with normally implanted 
lilaccntas and sepsis is unavoidable in placenta previa where the old methods are 
used. 

Half of the deaths from hemorrhage in placenta previa arc duo to the bleed- 
ing produced by the dilatation of the lower uterine segment during the third 
stage and immediately afterwards. Atonj' of the isthmus occurred in 12% of 
the author’s cases. The wall of tho isthmus may be thin and spongj' and may 
tear easily ■when the old methods are used. Tho most certain prophylactic meas- 
ure against atony of tho placental site in the isthmus is cesarean section. If 
there is hemorrhage, the bleeding is under sight and can be controlled by tampon- 
ade or suture. Tho tj'pe of cesarean section which the author prefers is the in- 
traperitoneal low cervical operation. J. P. Gbeenhill. 

Hirst, J. C., and Van Dolsen, W. W.: Cesarean Section. Journal of the American 

Sledical Association, 1922, Ixxix, 2047. 

The writers divide tho indications into absolute and relative, the absolute being 
typically classic, the relative covering a ivide field. TJiey detail the teclmic of tho 
various methods of doing a section, and offer tho comment that sterilization is un- 
neccssaiy, and that a patient may have numerous sections or labors foUouing a 
cesarean without the expected danger of rupture of the scar, providing the suturing 
of the uterine muscle had been properly done. In a series of 252 cases they had a 
maternal mortality of 2 jier cent and a fetal mortality of 7 per cent. 

W. Kerwin. 

Polak, J. O.: The Present Status of Operative Obstetrics Referring to the Abuse 

of Cesarean' Section. Surgery, Gynecology and Obstetrics, 1922, xxxiv, 566. 

Since reliable statistics still show a maternal mortalitj" vaiying from 2.9 to 1-1 
per cent as a result of cesarean section, greater discrimination should be shown m 
choosing this method of delivery. That the indications for cesarean section aie 
somewhat loosely applied in certain quarters is shown by the fact that the pro- 
portion of sections to the total number of deliveries varies widely. Thus, while in 
the Long Island College Hospital 8, and at Johns Hopkins 9 out of eveiy 1000 pai- 
turient women are subjected to this operation. Potter performs it on 67.3 in cieij 
1000. 

Polak analyzes 2000 cases of cesarean section taken collectively from various 
American clinics and 200 cases from the Long Island College Hospital in order to 
show the various factors which influence matemal mortality. He believes that the 
morbidity following section is vastly gi-eater than that following the ordinary clean 
abdominal operation. This he attributes to the fact that the postpartum uterus al- 
most always contains pathogenic bacteria, at any rate after the ordinary deliverj. 
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He believes that cesarean section will eventually save but few mothers’ lives in 
eclampsia if tliis condition is treated by modern methods. Unfortunately, the fetal 
mortality after cesarean delivery is also quite high, 1 per cent of his series being 
stillborn, a further 4.5 per cent dying within the first 14 days of numdaiio life. 
This mortality is due, to a large extent, to prematurity and toxemia. 

R. E. IVoiiUS. 


Erratum 

The abstract of Dr. R. T. von Jasehhe’s article ^Yhich appeared on 
page 110 of the Januaiy issue is republished on page 221 of this issue 
because through error it was not published in full in January. 



Book Reviews 


Obstetrical Nursing. A Text-book on the Nursing Care of the Expec- 
tant Mother, the Woman in Labor, the Young Mother and Her Baby. 
By Carolyn Conant Van Blarcom, R.N. The IMacmillan Company, 
New York, N. Y. Price $3.00. 

This book is, in many respects, one of tlie most valuable and unique texts that has 
appeared recently.. In tlio preface the author states that it is her desire to get 
away from the methods of a single institution and to write a book which will 
permit of ndder application. In this she has been successful. The differences in 
the practices of the better clinics of this countrj- and Canada have been described 
in a clear and concise manner — not to the point of confusion, but in such a way 
as to make the nurse more adaptable to the varying practices with wliich she will 
meet. 

Miss Van Blarcom seems to have found the proper balance between the scientific 
aspects of the subject and the details of nursing care. The former are accurate 
and are derived from recent sources. "Written in simple, easily comprehended 
language, the book gives the nurse an answer to many of the questions which perplex 
her and the understanding of w'hich cannot help but make her work of more value. 
The clarity and thoroughness with which the nursing care of the mother and child 
is presented reflects the unde c.xperience of the author as an obstetrical nurse and 
teacher of nurses. It is realized that at present it is not possible for all women 
to be delivered in hospitals, therefore, the various procedures of hospital routine 
are so simplified that they can be employed in the home. 

Two chapters of the book, namely, those dealing with the nutrition of the 
mother and child and vdth organized obstetrical care, deserve particular comment 
for the reason that these two most important objects are given scant attention 
in most of the texts for nurses and, indeed, in those for medical students as well. 
The former is written with the assistance of McCollum and Simmons and presents 
authoritative information on a subject that is receiving increasing attention. The 
latter gives the nurse a clear idea as to what is being accomplished by organized 
obstetrical work and the possibilities for seiwice in this rather recent development. 

The author deserves especial praise for the human atmosphere which peivades 
her book. She emphasizes the importance of the patient as an individual and points 
out the many services which the thoughtful, intelligent nurse can render her patient. 
The style of the book is simple and clear and the text is amplified by many well- 
chosen illustrations. Having recently completed a course of instruction for nurses 
in which this book was used as a text, the reviewer can testify personally to its 
usefulness. John "W. Harris, M.D. 
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Original Communications 


THE PALLIATIVE AND OPERATIVE TREATMENT OP PRO- 
LAPSE OP THE UTERUS 


By John Cooke Hirst, M.D., 

Gynecologist to Mount Sttwii Kospital 

AND Charles Mazer, M.D., 
jisstsfauf Gynecologist, Mt. Sinai Hospital, FldladelpMa, Fa. 


(From the Gynecological Service, II, Mount Sinai Hospital.) 

T he Tiniforiiily successful operation for tlie cure of prolapse of the 
uterus is still one of tlie unsolved problems of gynecology. So 
many factors enter into the problem, that as yet no completely suc- 
cessful, uniform technic has been developed. The various types of 
prolapse to be considered are; 1. Prolapse in yoimg girls. 2. Pro- 
lapse in the adult due to severe and constant muscular effort, 3. Pro- 
lapse in the elderly woman, due to general debilitSL 4. Prolapse due 
to mechanical pressure. 5. Prolapse due to the uncorrected consequences 
of childbirth. 


Prolapse in young girls is really not prolapse at all. The cervix 
does protrude from the vulva, but the uterine body is not at a low 
level. The condition is simply one of supravaginal and infravaginal 
hypertrophy and elongation of the cervix, and simple high amputa- 
tion of the cervix is all that is needed for a permanent cure. 


Prolapse in the adult, due to constant muscular effort, is rather 
rare. It is due to either severe muscular strain or constant and long 
continued effort, as in a chronic asthmatic cough. Prolapse in the elderly 
woman, due to general debility and relaxation of all the pelvic sup- 


Note; The Editor accepts no lesponsibility for the views 
authors as published in their “Original Communications. “ 


and statements of 
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ports is not at all uncommon. It rarely develops before fifty years 
of age, but is quite common after that age. 

Prolapse due to mechanical pressure is due to some intraabdominal 
weight, such as the pseudomucin contents of a ruptured ovarian cyst. 
These collect in the lower abdomen and by the mere weight cause a 
complete prolapse and inversion of the vagina, as we have seen occur. 

Prolapse due to the uncorrected consequences of childbirth form 
by far the largest class. Unrepaired injuries; injudicious use of 
forceps, especially the axistraction forceps; improper direction of 
pull on forceps; application of the instrument before complete dila- 
tation of the ceiwix; too early resumption of the patient’s household 
duties, especially if these include physical labor, are the chief , condi- 
tions that predispose to prolapse. It will occasionally develop, how- 
ever, when apparently all precautions have been taken, and no item 
of the patient’s care has been neglected. Every physician has had 
such an experience sooner or later in his practice. We mention this 
to emphasize the fact that prolapse is not necessarily a consequence 
of neglect in the patient’s care. 

As the treatment of the last four varieties mentioned is the same, 
they can be considered together. 

Symptoms . — These are too plain to require detailed comment. The 
patient’s subjective eomplqint is that '‘the womb is falling down.” 
This description she applies to all conditions causing a protrusion be- 
tween the labia, whether re'ctoccle, cystocele or actual prolapse. She 
knows that something is protruding; she knows of nothing that can 
protrude except the uterus and hence her description. As the bulk 
of the protruding mass is cystocele, bladder sjunptoms such as fre- 
quency, urgency, cloudy urine are her next complaint. There is no 
possibility of mistake in diagnosis. The protrusion can plainly be 
seen, and there is nothing it can be mistaken for. The degree of 
prolapse can better be estimated in the ei’ect than in the recumbent 
position, though this method of testing the degree should rarely be 
necessary. It must be remembered, however, that rest in bed a few 
days will often cause the retraction into the vagina of a very exten- 
sive prolapse, and leave surprisingly little trace behind. It promptly 
recurs, however, as soon as the patient stands erect, and can be made 
to protrude by simply having her strain and bear down. 

In cases of long standing, the vaginal mucosa and cervix are often 
badly ulcerated, from constant friction of the patient’s thighs and 
clothing, and chemical irritation of the ammoniacal urine Avhich fre- 
quently flours over the parts. 

Degrees of prolapse are named from the position occupied by the 
cervix, when the patient stands erect. These degrees vary from pres- 
sure of the cervix on the perineal floor, presentation at the vulvar 
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orifice to tlie complete prolapse where the vagina is completely in- 
verted and the whole uterine body is outside the vulvar- orifice-the 

so-called procidentia uteri. ^ i + v, 

PalUative Treatment.—This is never curative. It is sunply a erutcn 
to he used when the patient is unable to be operated upon, because 
of some physical condition, which renders operative interference un- 
safe, or when the patient refuses operation. 

For several years past, we have not considered diabetes a contra- 
indication to operation. In any case of prolapse, the bulk of the 
discomfort is due to two factors, the protrusion of the cystocele 
and the accompanying backward displacement of the uterus. If these 
can be corrected, the patient will be surprisingly comfortable. 
any case, therefore, where the cervix is not too badly diseased, in 
whom operation of any prolonged nature is inadvisable, we have 
done an interposition operation under local anesthesia. This can be 
done quickly, painlessly, and at one stroke corrects the cystocele and 
the retroversion. Nothing is done to the cervix or perineum. This 
is on the principle that half a loaf is better than no bread, and is 
vastly better than any form of pessary. We restrict this to patients 
in whom ordinarily operation would be refused, and the results have 
been very satisfactory. The only pain is when the uterus is pulled 
down to place the sutures, and is negligible. The anesthetic used 
is % of 1 per cent novocain solution, with 10 drops of Kooo adrenalin 
to each ounce. It is used freely so as to infiltrate thoroughly all the 
space between the bladder and the uterus, and the peritoneum, when 
exposed, is infiltrated separately. The operation is then done by the 
technic described below. 

Thus the palliative treatment is restricted to those patients who re- 
fuse to consider any form of operation, and yet demand some relief 
from their constant discomfort ; or to those whose age precludes the 
possibility of operation. Before any form of pessary can be used, any 
ulcerated area must be healed. This is quite a lengthy process, con- 
suming from two to four weeks, but is absolutely necessary as a pre- 
liminary step. Rest in bed, cooperation of the patient, normal salt 
solution douches twice daily and painting the ulcerated surface with 
30 grains to the ounce nitrate of silver solution evei^ forty-eight hours 
are all that is necessary. The nature of her condition should be fully 
explained to the patient, so that she will have patience for the time 
required for her relief. 

At times the prolapsed mass is so large and edematous that it cannot 
easily be replaced in the vagina— the so-eaUed irreducible prolapse. 
The patient is placed in the knee-chest posture, the mass surrounded 
by hot towels, changed frequently over a period of ten to fifteen min- 
utes Then by a process of taxis, like the reduction of a hernia still 
m the knee-chest posture, the uterus is rather easily replaced ’ 
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Of the many varieties of pessary, only two are in any way satis- 
factory. These are not always dependable, and there will remain a 
certain number of cases, whose prolapse can he retained only by the 
veiy objectionable ball and stem, held in place by a complicated 
harness of abdominal belt and perineal straps. This apparatus is 
so cumbersome, and so unpleasant for the patient to adjust and wear, 
that it should be avoided whenever possible. 

The majority of patients can be kept eomfortable by either the 
Schatz or Menge pessary. Personally we prefer the Meuge, as we 
have found it the more reliable. They are inserted and eared for in 
the same way, hence one description' will suffice for both. After all 
ulcerated areas have healed, the patient is placed in the dorsal posi- 
tion, and the uterus replaced well in the vagina. The pessary is 
well lubricated and held in the right hand, by the shank. The pa- 
tient’s right perineal sulcus is pulled down with the forefinger of 
the physician’s left hand. The pessary is inserted obliquely through 
the ^n.llvar ring and then turned transversely across the vagina and 
pushed well up. The patient should walk around the office for a few 
minutes before leaving, as it is difficult to choose the proper size at 
one trial, and the pessary, unless of the proper size, has a disconcert- 
ing habit of suddenly dropping out. 

After-care . — The patient is told to report in two weeks, miless dis- 
comfort brings her sooner. She takes a daily douche of sterile water. 
Antiseptic douches, especially bichloride of mercuiy, roughen the 
pessary, and saline solutions incrust it with salt. Sterile water is all 
that is necessar3\ She is warned as to the necessity of reporting 
every four to six weeks so that the pessarj’’ can be removed, cleaned 
and reinserted. The Schatz pessary is removed as one piece. The 
Menge is removed in two pieces, first detaching the dependent half. 
After cleaning, it is reassembled and inserted as one piece. The 
vaginal vault, vaginal walls and cervix are inspected, to detect erosion. 
If any appears, or if the patient develops an unpleasant discharge, 
the pessary must be left out for two weeks, and vaginal douches taken 
twice daily. This will be found necessary in the average case about 
ei'-erj^ six months. The pessary is quite bulky, and acts of course as 
an irritating foreign body. With proper care, however, it can be 
worn for many years. It is never wise to use any kind of a pessary 
in a patient such as the average seen in hospital dispensary practice. 
These patients cannot or will not understand the need for routine 
visits for their after-care, and as long as they are eomfortable, will 
never return for observation. Finally they report, often after years 
of neglect, and in a most deplorable state. "We have more than once 
removed a salt-incrusted pessary from its ulcerated bed, in the onlj’" 
way possible; breaking it up with bone-cutting forceps. 
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Often patients will insist on tlie pessary Iseing removed, to see if 
they cannot do -withont it. Of course no cure is obtained; ivitliou 
support the prolapse is as bad as ever, tliougli in many cases the 
vulvar ring contracts so that a smaller size than tlie first must in time 
be used. It is not vuse to allow the patient to go mtbout tlie pessaiy; 
if she insists that she can, a short trial will convince even the most 
positive. 

Operative Treatment . — This should always be recommended, unless 
contraindicated by age, disease, or the patient refuses consent. 

The preparatory treatment, when necessary, is carried out exactly 
as in the palliative treatment. To operate upon a badly ulcerated 
vagina, with profuse discharge is simply to court failure. 

The number of operations devised is ample proof that there is no 
unanimity of opinion as to any standardized technic. Any prolonged 
discussion of the methods devised is impossible, but one point only we 
wish to emphasize. It is a grave mistake to perform either abdominal 
or vaginal hystereetomj'- as a cure for prolapse, unless the uterus is 
so diseased as to make its remoiml imperative for that reason. 
Under those circumstances the removal is followed by as care- 
ful and extensive plastic work on the anterior and posterior vaginal 
walls, as if the uterus still remained. The uterus is the best possible 
support to retain the protruding cystocele, and no other structure, 
whether broad ligaments or vaginal fascia, will satisfactorily take 
its place. Again, a properly performed plastic operation in no way 
militates against subsequent childbirth, and to remove the uterus in 
a patient who may bear other children is not a justifiable procedure, 
unless it is hopelessly diseased. Eeeurrence need not be feared, if 
the patient is given proper care in her confinement. "We cannot too 
strongly insist that no abdominal work is necessary for the care of 
prolapse of the uterus; hy.sterectomy is unnecessary and a grave 
mistake in judgment; no operative interference other than properly 
performed, extensive vaginal work is needed. Even when the patient 
is past the menopause, the uterus is not a useless organ and therefore 
to be sacrificed with impunity. It is the best possible support for 
the bladder, when properly utilized. 

The operative technic as described below has given u.s A'^ery satis- 
factory, uniform results, over a number of years; we employ it 

routinely and have every reason to be satisfied with the results at- 
tained. 


The steps of the operative procedure are as follows; 

^ The patient is prepared as for a plastic operation, and arranged 
m the dorsal position. We routinely give them, one hour before 
operation, in addition to the usual dose of % grain of morphin and 
%5o gram of atropine, 2 drams of paregoric by mouth This is to 
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quiet peristalsis, and prevent the bowels from moving on the table. 
It was suggested by Dr. L. P. Luburg, of Philadelphia, and has en- 
tirely eliminated this very disagreeable incident of plastic operations. 

2. The vagina is thoroughly cleansed with cotton, tincture of green 
soap and sterile water, followed by 1 per cent lysol solution and 
finally 95 per cent alcohol. 

3'. The cervix is pulled strongly downward, by a double tenaculum. 

4. By a circular amputation, the cervix is removed up to nearly 
the level of the internal os. 

5. A dilatation of the cervical canal is done. No curettage is 
necessary. The dilatation is postponed until after the cervix is re- 
moved, because the cervix is so long that the blades of the dilator 
will not reach through the internal os. Unless the cervical canal is 
properly dilated, a secondary stenosis is verj’- likelj’’ to occur. In the 
child bearing age, this will cause dysmenorrhea; in patients past the 
menopause, we have seen pj^metra result. 

6. The cervix is sutured like the ordinary Hegar amputation. 

7. Prom this point, the four stitches remaking the external os are 
left long, and used as tenacula. They are much more convenient. 

8. The first incision begins on the anterior vaginal wall just below 
the urethra and extends to the vaginal attachment of the cervix. A 
cross incision at right angles to this, at the vaginal attachment makes 
a figure like d- 

9. The edges of this incision are caught by four toothed Allis for- 
ceps and by traction made more prominent. 

10. The vaginal wall is dissected loose from the bladder, taking 
care to include in the flap the layers of the vaginal fascia. 

11. This dissection is carried far back into each anterior sulcus, 
so that the bladder is thoroughly freed laterally. 

12. Now the fascia is split from the anterior vaginal wall, so that 
each flap consists of two layers; the inner fascia, the outer vaginal 
mucosa. 

13. The uterovesical ligament is cut, thus completelj’’ freeing the 
bladder from its uterine attachment. 

14. A flat bladder retractor is put under the bladder and pulled 
upward. This exposes the peritoneum. 

15. The peritoneum is caught by forceps and incised. 

16. The retractor is passed under the peritoneal flap. The anterior 
face of the uterus is caught with tenacula and the uterine body pulled 
out through the peritoneal opening. This is for the ordinary inter- 
position operation, and for women past the child-bearing age only. 

If the patient is of the child-bearing age, and future children are 
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likely or desired, the uterus is simply held against the peritoneal 
opening and not puUed through it, and is left as an mtraperitoneal 

organ. , 

17. The split fascia is caught far hack, with a needle armed wi 
No. 3 chromic catgut, and near the urethra; the needle is passed throng i 
the anterior wall of the uterus about one-half inch below the tubal 
insertions, and then through the fascia on the opposite side. ^ This 
does away with the extreme anteversion of the uterus seen in the 
typical Watkins operation. When the stitches are tied the uterus 
is lifted high up behind the symphysis. By this, the bulging forward 
of the whole uterus and anterior wall, a not uncommon cause of fail- 
ure of the Watkins operation, is entirely eliminated. 


18. Three or four similar stitches are taken each a little lower than 
the preceding. None are tied as yet. 

19. If the patient is of child-bearing age, the fascia is caught about 
one-third of the distance from the urethra to the cervix; the needle 
is then passed through the anterior wall at the point where the peri- 
toneum is cut and then through the fascia of the opposite side. A 
second stitch is placed below the first. The uterus is then left as 
an intraperitoneal organ, the canal through which the bladder pro- 
lapsed is closed and future child-bearing is not interfered with. 

20. All the stitches are then tied. Using the fascia alone permits 
a much better approximation, than when the entire vaginal wall is 
included, and is just as secure. 


21. The excess of vaginal mucosa is then cut away and the edges 
neatly approximated with interrupted sutures of No. 3 chromic cat- 
gut. A continuous stitch is quicker, neater, but by too tight closure 
prevents drainage and a hematoma is practically sure to develop. 

22. An extensive Hegar operation is done upon the posterior wall 
similar to the typical Hegar operation except that the tip of the 
reetocele is obliterated; the obliterated tip is anchored high up to 
the lateral fascia ; the levator ani muscles are approximated by buried 
stitches of No. 3 chromic catgut and superficial ones of silkwormgut, 
the latter secured by perforated shot, to make their removal easier. 
The outside perineal sutures are also silkwormgut, as catgut has a 
bad habit of premature absorption, when under strain. 

23. The vagina is douched with sterile water and packed with 
sterile gauze. The packing is removed in twenty-four hours. 

Stiiure Material. All catgut used is No. 3 chromic, durability forty 
days in fascia. No finer gut should be used. Silkwormgut is used to 
spbnt the catgut in the perineal repair. Experience has taught us 
this IS necessar 5 ^ Without it, premature absorption of catgut is all 
too common, and the advantage that catgut stitches do not have to 
be removed is more than offset by the greater risk of failure 
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After~care is that of the usual plastic. All interposition operations 
require catheterization for some days. Great care to prevent cystitis 
is necessary. This distressing complication is made less likely if 
uro tropin (gr. 7%) four times a day is given for the first "week 
and one-half ounce of a 10 per cent solution of silvol is in- 
jected into the bladder after each catheterization. Merely be- 
cause the patient has voided does not mean that the bladder is 
empty. A routine duty of every visit should be palpation of the 
abdomen to detect the fundus of the bladder, should it be distended. 
Veiy commonly this ivill be found. A daily vaginal douche of sterile 
water is advisable. The proper care of the perineal sutures is essen- 
tial. They should be irrigated four times a day with sterile water; 
anj’- discharge around the knots is cleaned away with cotton pledgets 
on an applicator, using peroxide of h 3 'drogen. Unremitting care is 
required, and this part of the routine will list the capabilities of the 
nurse. Poor nursing will ruin anj’' operation. The care of the peri- 
neal external stitches is made easier if all the ends are confined in 
a single shot, and cut olf smooth against the shot. 

The silkwormgut stitches are removed about the eighteenth day. 
The patient gets out of bed on the fourteenth day. If we suspect 
unusual tension, we often let her go home with the internal stitches 
in place, having her come to the office four weeks after the operation 
to have them removed. On account of the difficulty of care, the ex- 
teimal perineal stitches are always removed before she leaves the 
hospital. 

Results . — In many hundred operations, done in the past twenty years, 
we know of only six failures. These were chieflj’- perineal failures. 
In one case only the c.ystocele recurred by the whole uterus and 
vaginal wall pi’otruding from the imlva. Man^’- of the patients were 
operated upon as a sequel to a previous unsuccessful operation. The 
most difficult of all to cure are the i*ecurrences after ill-advised hj^s- 
tereetomj^. 

This technic in its present form is giving us satisfactory results. 
Failures are, of course, not impossible, but we know of no change at 
present by which the results secured could be improved. We are 
not wedded to any particular method, however, and should not hesi- 
tate to adopt any change capable of demonstration of superiority. 
As stated, we do not feel that the problem of the cure of prolapse is 
permanentlj’- solved, particularly as regards the ej^stocele. 

1823 Pine Street, 

2238 So. Broad Street. 



CLINICAL ASPECTS OF BLOOD LOSS IN LABOR’^' 


By Paul T. Haeper, M.D., Albany, N. T. 


M enstruation and parturition are the only .physiologic func- 
tions attended hy blood loss. That occasioned by the former, 
■which is small in amount, serves a definite purpose, and is rarely 
pathologic ; Avhile blood loss met in labor is more abundant, far from 
purposeful, and, for the latter reason, is often pathologic. In the 
latter instance bleeding is the inevitable consequence of placental 
separation, and its pathologic aspects are illustrated by the dangers 
of intrauterine asphyxia of the child "when separation takes place pre- 
maturely and, particularly, by the maternal mortality and morbidity 
attendant upon its occurrence immediately following delivery. 

Continuity of the uterine and placental circulations persists until 
forces active during the third stage of labor separate the placenta and 
expel it. With separation, patent sinuses distended with blood from 
innumerable vessels present, and hemorrhage is inevitable unless 
means are available to prevent it. The latter are at hand, and post- 
partum hemostasis is as much a part of the work of the puerperal 
uterus as is dilatation of the cervix or delivery of the child and, with 
limitations offered by a fairly extensive bleeding area, it is reasonable 
to presume that the work will be done no less perfectly. 

Therefore undesirable blood loss attendant upon labor may be con- 
sidered as a manifestation of abnormalities in or perversions of physio- 
logic forces that cheek postpartum hemorrhage and keep it checked. 
Not only to present it in such a light but also to make it possible to 
minimize loss in every case and to cure it in others because manage- 
ment is based upon knowledge of why the particular patient bleeds, 
the following paragraphs are written. 

The factors that bring about physiologic hemostasis immediately 
following termination of the third stage are multiple ligation of the 
smaller uterine vessels, heightened coagulability of the blood, and 
slo-\Ung of the blood stream. 

The inherent property of uterine muscle to contract firmly makes 
it possible for the principle of compression to be applied to postpartum 
control of bleeding; and the condition of the uterus immediately after 
labor makes such compression highly efficient. When the uterus re- 
tracts, thickness of its walls increases to the same extent that size 
of its cavity diminishes; and, although the latter is important in that 
the interior of the uterus presents less surface from which it can 
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bleed, it is the thickness of the uterine Trails that makes it possible 
for bleeding to be checked. Hemostasis results not only because the 
innumerable uterine vessels are bent and twisted as they lie among 
the tightly packed muscle fibres of the retracted uterus but also 
because each vessel is "ligated” at several points along its course by 
the muscle fibres in relation with it. Further, compression is avail- 
able at once; for the uterus may be expected to maintain the activity 
that has characterized it since labor began. 

In the constricted vessels and particularly in the uterine sinuses, 
the blood undergoes rapid coagulation, made possible by its increased 
fibrin ferment content and the formation of multiple thrombi begins. 
Lowering of blood pressure that follows delivery still further facil- 
itates hemostasis by increasing the tendency of the newly formed 
thrombi to remain in their places. 

How much time is required to establish complete physiologic con- 
trol of bleeding cannot be stated arbitrarily. Just as certain factors 
expedite and others retard progress in the second stage, so inherently 
weak or temporarily exhausted uterine muscle, or impaired coagula- 
bility, or even hypertension may interfere with the relatively early 
establishment of the state wherein further bleeding is not to be ex- 
pected. However, experience leads to the conTuction that at the end 
of eighteen hours chances of new blood loss are remote. This view 
is based upon observations that the fundus remains firm, the lochia 
that follow are less than normally abundant, and involution proceeds 
rapidly when an intrauterine tampon is removed eighteen hours after 
its introduction, immediately postpartum, for the control of bleeding 
due to atony of the uterus. 

The foregoing paragraphs are descriptive of what may be termed 
the physiology of postpartum control of bleeding; and it is as per- 
fect a "mechanism” as is that of any one of the conventional stages 
of labor. Further, careful analysis of cases almost invariably reveals 
adequate explanation not only of the bleeding itself but also of the 
cause. Finally, with causes xmderstood, the mechanism can be kept 
normal or its untoward manifestations treated efficiently. More to 
emphasize its clinical importance than merely to add to the already 
extensive obstetric nomenclature, it is urged that the period begin- 
ning with termination of the third stage and ending twelve or eighteen 
hours later, vnth more or less complete hemostasis established, be con- 
sidered labor’s "Fourth Stage.” 

Because it is much more important that the latter have a place in 
the physician’s mind than in the literature, it is urged as a concept 
rather than as a mere designation. "With his interest in the eUnical 
aspects of this important period increased, the physician’s conduct of 
it can be counted upon to be so satisfactory that even physiologic 
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blood loss "will be mmimized, wMle serious hemorrhage after delivery 
ivill become one of the rarest of obstetric accidents. 

Although “postpartum” indicates that the bleeding it qualifies comes 
on after delivery and for this reason might be applied to its occur- 
rence at any time after termination of the third stage and before 
involution is complete, it is undue blood loss coming on during the 
third stage when the placenta is actually retained (that is, separated 
but not delivered), or after delivery of the placenta and within the 
first twenty-four hours follouung delivery, to which your attention 
is directed. 

The condition is known as postpartum hemorrhage and the desig- 
nation is satisfactory only as “hemorrhage” is defined. Although 
the latter is said to obtain when “physiologic blood loss is exceeded,” 
there must be some standard by which “physiologic” loss is meas- 
ured if a moderately profuse natural loss is to be differentiated from 
a hemorrhage of mild degree. 

The practice of measuring physiologic loss in ounces has little to 
commend it. If the limit is low, for instance from four to six ounces, 
every large, woman delivered of a nine or ten pound child and losing 
from eight to ten ounces of blood within a few minutes would suffer 
from “postpartum hemorrhage” when, as a matter of fact, the blood 
lost represents efficiency on the part of the uterus in establishing 
hemostasis at a large placental site; while, if it were placed a few 
ounces higher, a slender, undernourished and anemic patient losing 
six or eight ounces might be considered as having had no more than 
a “physiologic” loss when, in terms of her ability to stand it, she 
has had a “hemorrhage” of mild degree. 


It is apparent that the amount of physiologic loss is measured not 
arbitrarily in ounces but in terms of size of the patient and, especially, 
in terms of her ability to suffer it. There are further standards to 
which “natural” loss conforms: it should never be abundant in that 
it flows even slowly from the vagina, nor should it appear in clots. 


Reasons why blood does not flow from the physiologic uterus are 
apparent when experiences ivith the control of active bleeding from 
fairly extensive, lacerated wounds in highly vascular tissue are con- 
sidered. In that the sinuses have been opened up and the placental 
site is fairly extensive, the interior of the postpartum uterus presents 
such an appearance. In the former instance, hemostasis that allows 
blood to flow after compression by appropriate dressing has been 
applied, may be considered inadequate. On the other hand such a 
wound would be expected to ooze. In the latter instance, it’is force 

retracting uterus that applies compression, 
and the physiologic hemostasis that results permits of oozing; when 
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blood flows, compression is not perfect and the loss occasioned may 
be said to be “tmphj’-siologic.” 

Though coagulation takes place quickly, blood in motion does not 
coagulate. However, when the flow is retai’ded, the clotting process 
goes on rapidly, and the diseharge of clots from the uterus is proof 
of earlier retention of blood therein — in other words, that the uterus 
has ballooned-up and the clots are its result. Ballooning-up is not 
characteristic of a physiologic uterus. Therefore, expulsion of clots 
may be said to be evidence of “unphysiologic” bleeding. 

If minor perineal injuries are excepted, postpartum hemorrhage is 
the most frequent complication of parturition. Readiness with which 
tliis view will be accepted depends altogether upon the individual's 
reaction to what is known as physiologic blood loss. Here the latter 
is considered to have been exceeded and hemorrhage to obtain, when 
any unnecessary loss, regardless of amount is sustained. 

Causes of jDostpartum hemorrhage are found in conditions that 
intei'fere with or make impossible Arm conti'aetion of the placental 
site. Although defleiencies in the fibrin ferment content of the mater- 
nal blood could delay the formation of thrombi and although it is 
conceivable that increased tension could even dislodge those ah’ead}' 
formed, and either or both occasion undue blood loss, it is probable that 
they are no more than predisposing causes and that their influence 
would be quite completely counteracted by efficiency in contraction 
and retraction of the uterine muscle. At least it is reasonable to 
presume they are unimportant factors; because, in the first place, 
blood lost in postpartum hemorrhage almost invariably clots soon 
after it is exposed to the air, giving evidence of satisfactory fibrin- 
ferment activity therein, and, in the second, hemorrhage is no more 
characteristic of the hypertension of toxemia than it is of labor where 
pressure is normal. Adequate explanation of postpartum bleeding 
must be sought elsewhere, and clinical experience bears out the con- 
tention that it is found in failure of forces that produce compression 
at the vascular placental site. 

Of the types of hemorrhage that are met in “hourglass” uterus 
where the separated placenta is incarcerated in the upper segment 
by tonic contraction ring, that following separation of a placenta 
located toward or in the lower segment, and that due to muscular 
insufficiency of the upper uterus, the last alone will be considered. 
This because it is the type most frequently met, because its clinical 
picture is thought to be characteristic even though possible of mis- 
interpretation, and, finally, because it is highly preventable as well 
as amenable to speedy cure. 

In the conventional postpartum hemorrhage bleeding is external, or 
open; it is more or less continuous; and it comes from the upper uterus 
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tliat is felt to lie soft and feeUy eoutTaeting. More often, liowever, 
it is thonglit to be concealed. 

Bearing in mind tbe tendency of free blood to coagulate, the presence 
postpartum of the physiologic retraction ring that makes exit from 
the upper segment relatively small, and that soon after delivery 
ample compresses are placed over the vulva and the patient s thighs 
are approximated, it i^dll be apparent that several factors help to keep 
uterine bleeding concealed. Blood flowing freely from the poorly con- 
tracting placental site is held within the uterus by the coagulum at 
the lower segment and may remain concealed for a considerable time. 
Sooner or later, either because increasing distention stimulates the 
upper uterus to pronounced contractile efforts or because muscular 
insufS-cieney that occasioned bleeding in the first place is recovered 
from, a contraction of sufficient strength appears and both fluid and 
clotted blood is expelled in a single gush. These are the cases of 
hemorrhage that "come on” a few hours after delivery when little or 
no external bleeding has been apparent earlier, and that are 
claimed to be occasioned by “retained blood clots.” That clots are 
expelled is proof that bleeding has been going on for some time. 
Further, in physiologic labor there are no blood clots to be “re- 
tained.” They are produced by gradual accumulation of blood that, 
for reasons given above, remains concealed until, with a supreme 
contractile effort, the uterus expels it. In all of these cases it may be 
presumed that bleeding occurs because the placental site is as soft 
and poorly contracted as is the uterus about it. 

Until blood lost amounts to enough to influence pulse and respira- 
tory rates, there are few if any subjective complaints. However, 
objective signs are characteristic and are two in number. They are, 
first, external bleeding as hemorrhage is “open” and, second, increase 
in size of the uterus as it is “concealed.” These rather than the 
“soft, boggy uterus” are to be looked for. A uterus presents the 
latter signs only when in a state of profound inertia and when bleed- 
ing is profuse. 


That the attendant practice “persistent, gentle massage of the 
fundus ’ for the first hour postpartum is far less important than that 
she measure height of the empty uterus and watch closely for evi- 
dence of its ballooning. As a matter of fact, the latter is thought to 
be her chief concern. 'When several ounces of clotted blood are ex- 
pressed from such a uterus at the end of the hour, the material is not 
“retained” blood clot but unphysiologie blood loss that has remained 
concealed (all the time giving due notice of its presence) until it is 
expe led by the force expended in artificial compression of the fundus 
By the same token, the escape of a mass of fluid and clotted blood 
from a uterus a few hours after delivery does not necessarily mean a 
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suddenly developing hemorrhage. The latter has been going on since 
delivery and the material expelled is the result of gradual accumula- 
tion within the uterine cavity; while the patient is about as good a 
risk at the time as she was an hour or two earlier, for little more has 
happened than conversion of a concealed into an open postpartum 
hemorrhage. 

External hemorrhage results when blood flows from the uterus or 
leaves it in clots; while hemorrhage is concealed when progressive 
increase in size of the postpartum uterus is met. The one indicates 
an unphysiologie blood loss as definitely as does the other. 

Because so many cases of hemorrhage are accounted for on the 
basis of muscular insufficiency and because the latter condition is so 
highlj’ preventable, the prophylactic treatment outweighs the active 
in clinical importance. It should be more satisfactory to the physi- 
cian and it is far more beneficial to the patient to have prevented a 
moderately severe postpartum hemorrhage than to have treated it 
even with most pronounced success. 

Prophylaxis means such perfect consenuation of uterine muscle en- 
ergy throughout labor that the postpartum period will be entered 
upon with the uterus in possession of enough contractile power to 
accomplish physiologic hemostasis. Prevention therefore begins hours 
before possible blood loss occurs ; and as essentials of it there may be men- 
tioned the following: saving the patient’s general strength by keep- 
ing her in bed while active labor is in progress and especially by not 
permitting premature and ineffectual efforts at “bearing down,” arti- 
ficial rupture of membranes when dilatation is quite complete and 
advance is impossible because the bag of waters does not ruptui’e 
spontaneously, placing a limit upon the time that frequent, propulsive, 
second stage contractions are allowed to continue with little or no 
promise of eventual spontaneous delivery and terminating labor at a 
time when efficient contractions can be supplemented by traction from 
below, and, finally, removal of the contents of distended bladder or 
rectum that of themselves may reflexly inhibit satisfactory uterine 
action at the time it is needed. The foregoing are urged in order 
that termination of the third stage udll be reached and the uterus 
found active rather than completely or even partially exhausted. 

In this connection it is urged that labor is not necessarily normal 
because it terminates spontaneously. For instance: when a primip- 
ara delivers herself spontaneously of a large child after an active 
second stage of possibly 4 or 5 hours, the postpartum period is usu- 
ally entered upon with her store of uterine muscle energy depleted, 
and undue bleeding is to be expected. Here labor, although it ter- 
minated “naturally,” was abnormal in that physiologic uterine action 
following it was impossible. The hemorrhage that followed occurred 
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because the patient was permitted to deliver berself spontaneously. 
Had work to be done and available muscular energy been adequately 
judged, operative delivery would have been brought about earlier 
and the degree of hemorrhage would have at least been greatly 
diminished. 

Unquestionably, more satisfactory convalescence would be experi- 
enced in many cases were expulsive e:fforts supplemented by judicious 
eiforts at traction as soon as it is evident that the uterus has done its 
best. Presence of a well-defined caput and of satisfactory molding 
show that the uterus has been efficient, while lack of progressive ad- 
vance proves it unequal to the supreme efforts that result in delivery. 
Conservation calls for preservation of all possible muscular energy 
for the postpartum period; and little if any ean be expected to be 
available if the uterus is allowed to continue its ineffectual expulsive 
efforts too long. The foregoing is not to be mistaken as an, appeal for 
more general employment of operative delivery. It is meant to es- 
tablish the conviction that operative delivery not infrequently is a 
conservative procedure in that it substitutes the slight dangers of 
proper forceps application for the graver ones that result from quite 
complete physical and nervous exhaustion incident to protracted labor. 

Because muscular insufficiency can be expected to follow the opera- 
tive termination of labor in the complete absence of uterine contrac- 
tions, it is apparent that neither may be allowed to continue so long 
without interference that profound inertia develops nor may delivery 
be accomplished under the influence of anesthesia so deep that the 
uterus is as completely relaxed as are the skeletal muscles. 


It is rare for marked inertia to develop suddenly. As a matter of 
fact, its onset is commonly gradual; and the deeper and more dan- 
gerous degrees can be prevented if decreasing efficiency of contractions 
in the presence of such adequate causes of inertia as dispropor- 
tion, malpresentation, malposition, and flabby musculature are inter- 
preted as evidences of beginning insufficiency and if the failing forces 
are at once supplemented by properly selected operative aids. A 
deep, late, second stage inertia, or one coming on postpartum, is proof 
that the particular uterus has worked too hard; if opportunity to 
observe the case has been afforded the physician, it is proof that op- 
erative assistance has been too long withheld. 


Undue postpartum blood loss demands aetive treatment that is 
adequate; and as its essentials, there are urged the immediate and 
pemanent control of bleeding in every case, and replacement of 
fluid mass lost and combat of shock in cases where seriousness of 
hemorrhage makes one or both necessary. Hemorrhage is to be 
stopped at the earliest moment possible; and .the sueeess or failnre 
that attends one s effort m this direction determines how necessary 
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will be sucli procedures as infusion, transfusion and tbe like. For 
instance; if blood clots were expressed from a moderately baUooned- 
up uterus one hour after deliveiy and firm contraction and retraction 
of tbe particular uterus secured, tlie possibility of a mucb more severe 
‘‘open” hemorrhage several hours later would be remote and the 
necessity for active general treatment that the loss might demand 
would not arise. 

It is a matter of experience that in many cases of postpartum hem- 
ori’hage, bleeding is checked with difficulty even though all the con- 
ventional methods of control have been employed. If the procedures 
have been carried out properly (and such is almost invariably the 
case) and bleeding persists, it is logical to conclude that those em- 
ployed were not suited to control of the particular hemorrhage. 

Why bleeding in manj^ cases may be expected to continue in spite 
of customary methods of control is apparent when the following 
facts are considered: first, the commonest causes of hemorrhage are 
muscular insufficiencj’- (that is, varying degrees of inertia) and low 
placental implantation; and, second, the usual methods of control, 
namely, vigorous massage of the fundus, indirect stimulation hj’’ pit- 
uitary extract and by ergot and intrauterine stimulation by means of 
the closed fist or of hot, astringent douches, depend for their effi- 
ciency upon the ability of the uterus to respond with vigorous con- 
tractile efforts. It is unreasonable to expect the uterus to supply 
something it has already given evidence of lacking’. 

With the placental site in or encroaching upon the lower segment, 
more or less bleeding persists even though the upper segment contracts 
and retracts spontaneously or is made to do so by stimulation. Hem- 
orrhage of this type can be counted upon to persist until formation of 
multiple thrombi in the more or less inactive lower segment occludes 
the bleeding vessels and sinuses. The process is relatively slow and, 
in these cases, tamponade of the entire uterus offers the only assur- 
ance of immediate and permanent control of bleeding. 

To the extent to which the postpartum uterus is muscularly insuf- 
ficient, it will fail to respond to stimulation of all kinds. Further, 
it must be remembered that stimulation of a tired uterus does no 
more than excite it to increased efforts that cannot be counted upon 
to be maintained and that, when the latter wear off, the degree of 
insufficiency is increased. Pituitary extract and ergot draw from, 
they never add to, the store of valuable muscular energy of which the 
uterus is possessed. They are valuable aids in the treatment of hem- 
orrhage but they may not be depended upon as cures. 

Wlien efforts at stimulation have failed to excite the uterus to 
activity, it is apparent that the organ is unable to respond and that 
further administration of drugs or application of measures that de- 
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pend upon latent mnscnlar efficiency to accomplisli results may not 
lie practiced. Tlie means to be employed now is firm intrauterine 
tamponade and nothing less affords the patient complete protection 
against further blood loss to which she is entitled. 

The sound principle that the puerperal uterus should not be invaded 
does not hold when postpartum bleeding persists, because necessary 
ends can often be accomplished in no other way than by invasion by 
a force that stops bleeding at its source. 

Intrauterine tamponade can be counted upon to check any postpar- 
tum hemorrhage; and such preparations should be made that it can 
be carried out -without delay as soon as the more conventional meth- 
ods demonstrate their inadequacy. Not only is it the most efficient 
method of active treatment of hemorrhage; it is prophylactic as well 
in that it makes subsequent blood loss negligible. It expedites the 
convalescence from antepartum and intrapartum hemorrhage by mak- 
ing even “physiologic” postpartum loss impossible. 

While the management of lost blood mass and shock is important, 
it is -with prevention of these states that the obstetrician is primarily 
concerned. The time to infuse or to transfuse is before shock is fully 
developed, and shock may be expected when a difficult operative de- 
livery, particularly one in which extensive trauma to the maternal 
soft parts has been done, is folloived by hemorrhage even of moderate 
degree. Nothing may avail when shock is preliminary to collapse; 
while satisfactory results are not impossible in ordinarily grave cases 
when vigorous general treatment is instituted early enough. 

There is nothing in medicine more interesting than the defense of 
the parturient against blood loss ; and there is no problem that can be 
perused with greater profit than that of reduction to the minimum of 
hemorrhage incident to labor. 
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UTERINE DISPLACEIMENTS AND PREGNANCY^' 

By Benjamin Rush McCleluan, M.D., P.A.G.S., Xenia, Ohio 

O IS years ago, Dr. Jolm Osborn Polalc pnblislied a paper entitled 
^ “A Detailed Stndj’' of the Pathological Causes of Sterility with the 
End-Results.” His words of introduction are so graphic and stirriug 
that they are worth many times repeating in this presence: “Prob- 
ably no subject is of such sociological significance to the gynecologist 
as that of sterility. Homes are wreelied, lives are sacrificed, and 
fortunes are lost, all because of the inabilitj’" of a woman to conceive 
or to successfully bring forth the fruits of her conception.” Our 
subject touches only a small portion of this great field. Nevertheless, 
it is .sufficiently important to claim attention. Some one has said 
that it is much overwritten but still unsettled. So long as gynecol- 
ogists differ radicallj' in their opinions, is it not our duty to keep 
at the threshing until the w'heat is separated from the chaff? 

First, then, let us consider the importance of the subject. Child 
tells us that “retrodisplaeements of the uterus are among the most 
common pathological affections of the female generative organs, and 
have much to do with sterility and lessened fertility, but it is next 
to impossible to give even approximately accurate statistics regard- 
ing their frequency and effect on procreation.” "Winter, who made a 
very careful study of 178 eases of sterility, estimates that malposi- 
tions of the uterus account for about 8 per cent of sterility in the 
human family. Seitz says that out of two hundred cases examined 
for sterility or habitual abortion 26 -were operated for retroflexion. 
Polak says that out of 244 cases of sterile women without inflamma- 
tory’- complications there were 20 who were treated for retroflexion. 

On the other hand, there are gynecologists who say that displace- 
ments of the uterus are of negligible importance as a causative factor 
in sterility. One of these is quoted as having facetiously said that 
“a woman’s round ligaments would have to be shortened as often 
as a man -would need to have his hair cut if she would keep the 
uterus in so-called normal position.” Another writer on the subject 
tells us that “the uterus functions perfectly in any position so long 
as there are no inflammatory complications.” Is it not likewise true 
that the chances of a fruitful pregnancy are much in favor of the 
normally^ placed uterus? 

Not a few gynecologists decry all operative intervention in elimi- 
nating the causes of sterility and tell us that “endocrines will 

■*Read at the Thirty-fifth Annual Meeting of the American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons, Albany, N. Y., September 19-21, 1922. 
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clarify tlie question of uterine displacements and sterility and tlius 
avoid operative measures wliieli leave many distressing sequelae.” 
Anotlier says that he “has discarded all the classical suspensory 
operative methods of fixation of the uterus on account of too large a 
proportion of failures, especially in respect to subsequent preg- 
nancies.” 

This diversity of opinion makes it well worth while to spend some 
time in discussing a subject that spells weal or woe to many of our 
clients. The writer lives in a strictly rural community in which the 
pioneer residents were largely Seotch-Irish. As a rule, the first fam- 
ilies of these sturdy settlers were very large, an average of ten-plus. 
The second generation had an average family of less than five ; the 
third, of one-plus; the fourth average is less than one-half of one. 
Indeed, many of these pioneer families have no male descendant, and 
face extinction in a few years. The desire for the perpetuation of 
family name and type is ever strong, and many times it is very 
important. More than once has it occurred that the timely correc- 
tion of a misplaced uterus has been the means of saving to the 
community a type of citizenship greatly to be desired. 


I would like to quote somewhat at length from Child’s recently 
published book entitled, “Conception and Sterility.” He says, “The 
congenital type of displacement is of particular importance and calls 
for an early replacement because the influence exerted by the continued 
displacement leads to permanent changes in the immature organ. 
In the acquired type, arising later in life, at a time when the uterus 
has achieved its full development, permanent pathologic changes are 
not so apt to occur. Retrodisplacement of the uterus be- 

comes an acthm factor in the causation of sterility in one of two 
ways, either the pathologic changes in the uterus resultant upon its 
abnormal position prevent conception or result in an interference 
with pregnancy when conception has occurred. * While it 

is quite true that the retrodisplaced uterus may become pregnant and 
that the pregnancy may even correct the displacement spontaneously 
as the uterus enlarges, the pregnancy going on to term, we know by 
experience that this is the exception rather than the rule.” To these 


excerpts I would like to add the following from Graves, “Women 
''wth retroversion are apt to be sterile, especially those in whom the 
retroversion is due to congenitally weak supports. In this case the 


sterility is the result of the displacement of the cervix uteri which 
no longer dips into the reeeptaculum seminalis. ^ Acquired 
malposition of the uterus may prevent or limit fertility. There is 
no doubt that women with acquired retroversion-flexion are in a 
lai-ge percentage of cases sterile. That the malposition is the cause 
of sterility is shown sufficiently well by the frequency udth which 
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these women become pregnant after restoration of the nterns to its 
normal position.” And the folloiving from Crossen shows the same 
trend of thought; “Repeated abortion without apparent cause is 
another condition that should arouse suspicion of uterine retrodis- 
placement. ® Sterility is in some cases, apparently due to 
retrodispla cement, though not as frequently as to anteflexion of the 
cervix and associated conditions. Not infrequently in a -married 
woman who has long been sterile, pregnancy follows correction of 
the displacement. Occasionally the pregnancy follows so promptly 
as to leave little doubt that the sterility was occasioned by the dis- 
placement itself (compression of the tubes?) and not by any asso- 
ciated inflammatory, trouble in the cervix or body of the uterus.” 
The writer fully concurs in these opinions. 

Where a congenital displacement of the uterus is associated with 
a short anterior vaginal wall, sterility is the rale. These cases are 
not relieved by the use of the pessary until the anterior vaginal 
Avail is lengthened. Wlien this type is also associated Avith an arrest 
in development of the uterus, which seems to be the rule, the latter 
condition aauII call for an acthm stimulation applied directly to the 
uterus. Probably the safest and best is the introduction of iodoform 
gauze tightly packed and alloAved to remain for two or three daj’’s 
and repeated at frequent inteiwals until the depth of the uterus ap- 
proaches or attains the normal. Hirst suggests electrical stimulation, 
Avhieh no doubt deseiwes more general use A\uth careful record of 
results. 

In dealing Avith long neglected displacements the Avriter has al- 
most uniformly found pathologic changes not only in the uterus but 
in the adnexa. Often there Avere marked changes in the tubes and 
OAmries; the former congested, compressed and kinked. The ovaries 
Avere seriously invoNed; the capsule Avas much thickened and the 
parenchyma of the gland seriously atrophied, due, no doubt, to de- 
velopment of numerous cysts of varying size. 

Reed in discussing the baneful influence of uterine retrodisplace- 
ments upon the procreatNe functions of the oimries, makes the fol- 
loAving statement; “Retro displacements of the uterus haim a directly 
destructiAm effect upon the integrity and functional ability of the 
OAmries, and cystic ovaries Avith thickened tunics are an invariable 
accompaniment of chronic uterine retroflexions. ” The Avriter can 
Amrify this conclusion as true in eAmry case of AARieh he has had 
personal knowledge. 

Rejmolds also calls attention to the importance of this phase of 
the subject when he graphicallA’’ challenges our thoroughness by say- 
ing: “The futility and injustice of the performance of an abdom- 
inal operation for sterility Avithont attention to the needs of non- 
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ovnlating ovaries is a very common mistake. Prominent 

among tke useless operations are those -which are none for the relief 
of retroversion -without recognition of one of the functional derange- 
ments of the ovaries which imply nonovulation, or of a preexisting a,nte- 
flexion from the existence of short anterior attachments of the cervix. 

In the matter of treatment, the -writer believes that uncomplicated 
retrodisplacements of the uterus can sometimes be corrected by the 
selection of a well fitting pessary, together -with the use of approved 
hygienic and therapeu-tic measures. These are to be given a fair trial, 
but if results are not satisfactory operative intervention is impera- 
tive. This -will at the same time give ample opportunity to correct 
any complicating or associated pathology in the pelvis or abdomen. 
Curettage and stem pessaries are here mentioned only to be con- 
demned. 

The writer’s personal preference is for the Gilliam technic, and he 
avoids such modifications as the obliteration of the pouch of Douglas 
as suggested by Deniker, fearing complications during parturition. 
This objection is wholly theoretical*, experience may prove this fear 
unfounded. In the cases where pregnancy is not a possibility the 
latter technic is undoubtedly an excellent safeguard against a recur- 
rence of the retrofl.exion. 

Dr. Dorsett, in a most interesting paper on this subject, reports ten 
cases of sterility successfully treated. One patient became pregnant 
following the use of a well fitting pessai-y, two after the use of a pes- 
sary and repeated dilatations, one following a Dudley operation, two 
after a Gilliam operation, one after an Alexander operation, two after 
a Gilliam operation and repeated dilatations, one following a Gilliam 
and Dudley operation. 

In the last three years, the -writer has successfully treated two 
eases of congenital sterility associated -smth hypoplasia, and five eases 
of acquired sterility, all by the Gilliam technic. All were due to 
retroversions, and all had sufficient pathologic lesions in the pelvis 
to warrant operative intervention in addition to the hope of a result- 
ing fruitful pregnane}^ — a hope that has been realized in each case. 

CONCLUSIONS 

1. Uterine malpositions are the cause of sterility in a limited num- 

ber of eases, probably not over 10 per cent, which, though smaU is 
quite too large to be negligible. * 

2. Long continued sterility or repeated abortions should lead one 
to suspect a displacement of the uterus. 

”a Sv spermatozoa into the uterine 

amtj, and (6) by contributing to the functional disability of the 
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tubes and ovaries wliicb when long continued, results in organic de- 
generation, especially in the ovaries. 

4. In a very few well selected cases a well placed pessary plus 
wisely directed hygienic and therapeutic remedies should be given a 
fair trial. 

5. Operative intervention is indicated in all cases where the fore- 
going treatment has failed, and where there is no legitimate contra- 
indication. 
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FUNCTIONAL DYSTOCIA IN NOBJIAL PELVES : EECOGNITION 

AND AIANAGESIBNT® 

Bt Jamies A. H.abbar, M.D., New York Citt 

T he recognition and management of functional dystocia may seem 
a superfluous thesis in these days of short cuts and time-saving 
obstetrics, but it becomes necessary sometimes to recite one s 
obstetrical creed just to be sure where one is. In obstetrics as 
in other branches of surgery there is usually more than one way to 
achieve a result, and one cannot be too dogmatic in insisting this 
method is always wrong and that one always right. In this discussion 
I shall present my personal preferences in treatment but I believe I 
am speaking for the majoritj’- of the staff at the New York Lying-In 
Hospital. Most of us have worked together so long that given an 
obstetrical situation the essentials in the management proposed woul 
agree practically 100 per cent. 

At the Lying-In, with its large indoor ward service and outdoor 
tenement service, it has been considered advisable to try out new 
procedures as they have arisen, limited only by the determination o 
making and keeping the hospital regarded as the safest place to have 
a baby. I believe we have extracted the beneficial elements from t e 
emplojunent of the Freiburg Dammerschlaf, pituitrin, rectal examina 
tion, the low two-flap cesarean, median episiotomy and elective version, 

'Read at the Thirty-fifth Annual Meeting of American AssociaUon of Ofastetncians. 

Gynecologists and Abdominal Surgeons, Albany, N, Y., September 
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witliout completely adopting any of tliem. All m all, guide ^ 
successive liospital lieads, tlie tendency lias been to cling to tbe o 
doctrines and straight obstetrics. _ I might say -we have not so much 
adopted this course as stuck to it. 


WHEN TO INTERFERE 

I chiefly desire to indicate the routine of procedure in handling 
tedious labors in normal pelves, that being employed year in and year 
out has given us the best results. 

As it is impossible to define prolonged labor in an individual 
confinement in units of time it were better to pronounce a labor pro- 
longed or delayed; 

1. "When there is primary inertia with ruptured membranes. 

2. 'When despite good contractions there is no advance in cervical 
dilatation or in progress of the presenting part. 

3. 'When there is advance, with increasing malposition. 

4. "When, due to the above causes, increasing tonic spasm of the 
uterus develops with continued ascent of Bandl’s contraction ring. 

5. Lastly and most definitelj' when the mother or child is showing 
signs of exhaustion. 

Early recognition of organic abnormalities is not so difficult. "With 
careful antepartum examination we can determine rather accurately 
the size of the bony pelvis, to a certain extent the size of the fetal 
head, and experience gives us a fair idea of the accommodation of a 
given head to a given' pehds. The compressibility of the particular 
head during labor, however, is something we cannot foretell. It is 
the functional abnormalities of dilatation, propulsion, high retraction 
of BandPs ring, plasticity of the fetal head, tolerance of the child to 
pressure both of head and placental circulation, and increasing mal- 
position that make such cases as I am discussing so treacherous. 
These abnormalities are ones that only can be appreciated as they 
develop during labor. 

It is good practice for the nurse or attendant to count and record 
the fetal heart very frequently during active labor, the same as we 
learned it important to do in our study of scopolamin amnesia. This 
gives us a valuable chart of the baby’s endurance. The first signs 
of distress on the part of the babj^ are disclosed by' irregularities in 
the rate and rhythm of the fetal heart and usually before the passage 
of meconium is observed. Much overlapping of the cranial bones 
and the development of a very tense caput are also important evi- 
dence that the child is being sub.ieeted to dangerous pressure. 

If labor IS delayed, a sufficient number of vaginal examinations 
must be made to properly supplement the abdominal findings. If 
there' is any question of cesarean section, examination to determine 
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progress may be made by rectum. We prefer, lioiyever, routine pehue 
examinations to be made Yagina%, but limit them to the fewest num- 
ber possible. Tbe hospital morbidity records are very satisfactory to 
us in a long series of cases bandied with vaginal examinations both 
indoor and outdoor. Our figures for the past year are 7 per cent 
morbidity in tbe wards and 5.7 per cent in tbe tenement service. Tbe 
outdoor mortality in 1921 was one maternal death in eighteen hun- 
dred confinements, including all cases transferred into tbe hospital 
foi deliveiy. We believe tbe routine vaginal examinations even made 
as they are by many students and internes, but with proper asepsis 
of bands and vulva, have been of greater teaching value than those 
made by rectum. An inexperienced student or interne can do con- 
sideiable damage to tbe rectal mucosa. A rectal examination cannot 
disclose the hot, diy, swollen vagina of prolonged neglected labor, 
noi can it give a sufficient mental picture of tbe form or size of tbe 
pelvis of tbe woman perhaps first seen when in labor by tbe student, 
interne or consultant. Tbe attendant must know accurately what 
is going on, and it is only by thorough familiarity with tbe normal 
mechanism that be maj'’ realize when things are not progressing as 
they should. Tbe good old mechanism of labor, tbe stumblingblock 
alike of the professor trying to teach it and of the student trying 
to understand it, must still hold our constant bedside attention at 
every ease. In ease the slightest doubt remains as to the position 
of the head or the capacity of the pelvis, the patient should be put 
under an anesthetic and a thorough examination made. There are 
two main problems in prolonged labor: one of dilatation, and one of 
propulsion, and the solving of these still depends upon the under- 
standing and regulation of the relation of the forces, the passages 
and the passenger. 

HOW TO INTERFERE 

If there are hard pains, with rigid cerAux in the first stage, the use 
of morphine-seopolamin is frequently efficacious in controlling the 
mother’s sufferings and preA'enting her nervous exhaustion while the 
eeiwix dilates. A constant obserAmtion in the tAvilight sleep use 
of scopolamin was the apparent Tm'm'TrmTn of uterine effort required 
in effecting smooth and rapid dilatation of the cervix. With mem- 
branes intact and dilatation slow, an additional freeing of the mem- 
branes for a couple of inches around the os keeps the case under 
our control much better than their rupture, and should first be gh^en 
a trial, though in multiparae simple rupture at three to four fingers, 
AAuth a cerAux well effaced, AviU often he producth^e of a prompt de- 
livery. As may be obserA^ed at cesarean section the membranes are 
chiefly adherent around the loAver uterine zone and the more mark- 
edly so the less the cerAucal dilatation. It has also been recognized 
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by other observers that tbe physiologic adhesion o£ the membranes 
about the cervix when marked does interfere with the mechanism of 
retraction. When sufficient retraction has resulted in effacement 
but with dilatation still incomplete and the labor becomes prolonged, 
insertion of a bag is a most valuable maneuver to prepare the case 
for delivery. When we have primary inertia with ruptured mem- 
branes and cervix only one or two fingers and not effaced, packing 
of the cervix and upper vagina with gauze is usually of greater value 
in softening up the cervix and starting good pains than the bag. 
In this situation the bag does not always work so well. That there 
are certain limitations in the action of the bags we are forced to 
admit. Thus there are instances when by intermittent traction on 
the bag it is finally pulled through without any uterine contractions 
intervening. In others the presence of the bag excites pains, but as 
soon as it is pushed through, labor comes to a standstill. A larger 
bag does the same thing, and a long four to five finger cervix is left 
on our hands and the baby still undelivered. It is still too early for 
forceps and breech extraction after version through such a cervix 
is exceptionally hazardous even after manual dilatation. 

Manual dilatation is only safely effected in a cervix that is pretty 
well effaced. Even then, except when only a remaining rim needs 
to be reamed out, there is danger of tearing and hemorrhage. Inci- 
dentally, before doing a version one of the most comforting methods I 
know in surely ascertaining that the cervix is completely dilated 
flush with the vaginal wall, especially if one’s hand is not larger than 
a seven and a half glove, is to pass an easily sterilized object, such 
as a china nest egg, in advance of the hand. Then by grasping the 
egg, the fist can be made as large as is necessary to make it snugly 
fit the birth canal. As it is slowly udthdrawn the resistance of a-ny 
remaining rim of cervix can be sufficiently abolished to seeure the 
ready passage through it of the aftercoming head. 

If delivery is imperative, and the cervix is effaced and three to 
four fingers dilated but still too rigid to dilate manually without 
tearing, small snips with scissors on either side after the fashion of 
Diihrssen’s lateral incisions are of great value before forceps, and are 
especially to be thought of when the aftereoming head catches in the 
cervix. If any extensive enlargement is required or the cervix is 
not Avell drawn up, the anterior and posterior vaginal cesarean in- 
cisions are safest as further incising is better under the operator’s 
control. In all incisions of the cervix it is well to remember that 
there is of course a lack of dilatation of the tissues between the in- 
cisions, and they are only to be used in definite emergency. 

When dilatation of the loiver soft tissue funnel, the levator ani 
margin and the urogenital septum becomes necessary, we are inclined 
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to prefer manual dilatation ivitli plenty of lubricant and repair of 
such small lacerations as may be superimposed, restricting episi- 
otomy to the cases when danger of a tear into the rectal sphincter is 
imminent, or ivben the baby is doing badly and must be instantly 
delivered. It is a matter of comment in the ivards that there is more 
fever after the repair of episiotomy wounds than those of spontane- 
ous laceration. "Wliether this is due to house surgeon’s technic or 
to the opening up of less protected planes of tissue to absorption is 
subject to question. 

Coming now to the delivery of the baby in prolonged labor. Close 
examination for anomalies of the baby’s size, attitude and position 
will sometimes reveal the cause of the delay. Oversize, total or in 
part, such as hydrocephalus or abdominal ascites; attitudes of de- 
flexion, especially brow, and failure of rotation in posterior position 
are to be carefully ascertained before attempting delivery. The use 
of pituitrin by the resident staff is not permitted before the birth of 
the bab 3 q and is verj^ rarelj' so employed by an.y of the attending staff. 
It is used rather frequeuth^ for postpartum bleeding before the full 
effect of ergot can take place. 

With the head at or above the brim we have alwaj’^s favored version 
in preference to high forceps and still do. The case histories present 
3298 versions as opposed to 814 high forceps, or in the I’atio of four 
to one. Potter of Buffalo had laid emphasis on the combined advantages 
of a certain group of maneuvers in podalic version and breech extrac- 
tion. The details are not new, but the combination results in such 
an excellent delivery as to give the name “Potter Version’’ to the 
operation. We are endeavoring to adopt this grouping of maneuvers 
M^hen we have to do a version and most of ns find each step the. 
easier done in the way Potter practices. Even with improved results, 
however we still adhere to the old indications, and if we are doing 
a few more versions it is only because we are doing less high and 
hard median forceps. Version competes with high and hard median 
forceps, but we are not yet prepared to admit that it competes with low 
median forceps or in any way with undelayed spontaneous deliveiy. 

Just here to reiterate for emphasis in breech extraction, one should 
always be prepared to make use of Diihrssen’s incisions should 
the head stick in the cervix, and to use forceps on the after- 
coming head, also that Potter’s practice of deep digital pressure 
exerted exteimally just back of the pubic bone is the most adi'^an- 
tageous method of applying force to the aftercoming head. Some 
operators are too prone to forget everj’-thing in the excitement of 
the moment but continual violent traction on the body of the baby. 

The most frequent and most eommonlj" unrecognized cause of de- 
laj'ed labor in normal peB'es is failure of rotation with iiersistently 
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posterior position of tlie occiput. Most occiputs rotate and deliver 
"witliout giving trouble, only a few become persistent. 

In 8,360 recognized posterior occiputs in tbe Lying-In Hospital, 
previous to 1907, only 433 or 5 per cent required interference witli 
artificial delivery. 

To return to indications for interference, briefly, it is proper to 
interfere in delay due to a posterior occiput, (1) when despite good 
contractions there is no advance, or (2) when with advancement 
there is an increasing extension of the head. 

Version with head above midpelvis in such conditions, manual ro- 
tation and forceps extraction with the head below midpelvis are the 
operations of choice. Molding of the head through the brim is no 
contraindication to version if under complete anesthesia the uterus 
relaxes with sufficient elasticity to readily admit the passage of the 
hand and vurist through the retraction ring. In fact a well molded 
head is much easier to deliver in the breech extraction after version 
than one that has not molded. 

Complete Scanzoni rotation of the posterior occiput with the forceps 
is a dangerous procedure in most hands. If there is but slight re- 
sistance the maneuver is satisfactory and is a beautiful operation. 
But if at all difficult the leverage is so powerful that the anterior 
blade frequently cuts into the child’s scalp and cheek just in front 
of the anterior ear and there is lusk of high and deep vaginal tears. 
Under complete anesthesia manual rotation with external assistance 
is much to be preferred and is usually successful. I have yet to 
find a head that could not be rotated manually at least to the trans- 
verse position, and then by introducing the posterior blade first, the 
head can be pretty well held from sinking back into its former 
position while the other blade is applied and locked. Completing 
the rotation with the blades through one-eighth of a circle is simple 
and comparatively harmless. 

I will not enlarge upon the subject of cesarean section in normal 
pelves, but there is undoubtedly a definite field here for the operation 
in oversized babies, in prolapsed cord with long poorly dilated cervix, 
in nonengagement with tonic uterus and live baby, and in cases of 
previous stillbirth from dystocia in what had been considered a nor- 
mal baby and pelvis relationship. 

Patience in obstetrics is next to asepsis, hnt it must be the active 
patience of close observation; not the passive patience of ignorance, 
allowing the mother to become totally exhausted or the baby in immi- 
nent peril of death before determining on a line of action. In pro- 
longed labor, as thus defined, I believe any operative procedure is 
justified that will not injure the woman’s health or harm the child. 
100 East Sivty-sixtii Stuef.t (For discusaion, sec p. 29i.) 



PITUITEIN IN THE SECOND STAGE OP LABOE'^ 

By Magnus A. Tate, M.D., P.A.C.S., Cincinnati, Ohio 

ROGtRESS in endocrinology can at best come onlj' slowly and, to quote Eown- 

X tree, through correlated, adequately controlled investigations in which the 
findings are subjected to interpretations based on analytic and critical judgment. 
Endocrinology needs a leadership willing to admit the magnitude of its shortcomings. 
Its real contributions ■will then become more evident.” Jour. Am. Med. Assn., July 
22 , 1922 . 

Along this line of thought a question of import to obstetricians is, 
whether it is wise and safe to use one of the endoerines, namely 
pituitrin, in the second stage of labor, and I bring this before you 
for your earnest consideration, not from the experimental but the 
practical standpoint. Thinkers and doers in medicine (according to 
the remarks made in a symposium at the last meeting of the Amer- 
ican Medical Association), believe that many hurried claims pro and 
C071 have been made for the endoerines, which at the present time have 
not been substantiated. The reporting of remarkable results after 
meager experience, or the repudiating of certain of the endoerines 
vdth such statements that they are ineffectual or dangerous, is not 
convincing, and it seems to me, that ive must look to future experi- 
mental, clinical and research work to elucidate the good or bad of 
the ductless glands. Querj* — are we collecting reliable data, or 
simply making statements without studying our own- and other cases in 
detail from aU angles? 

I find that there is quite a divergence of opinion as to pituitrin, 
especially so when used in the second stage of labor, some statmg 
that it is often accompanied and followed by serious consequences, 
others that if judiciously and obstetrically used, it is one of the 
remarkable discoveries of the age. 

Pituitrin for obstetrical use is on the market as an aqueous ex- 
tract from the posterior lobe of the pituitary body, ready for hypo- 
dei’mie use, and the dosage ranges from 0.5 to 1 c.c., to be repeated 
in half an hour, if in the judgment of the physician it is called for. 
This posterior lobe is described as a complex bodj’’, and when injected, 
causes or increases muscular contractions of uterus, strengthens and 
slows the heart beat, and by its contracting action on the arterioles 
raises the blood pressure. I use from 0.25 to 0.5 c.c., repeat once if 
necessary and neA*er use over 1 c.c. in a given case, and in my ex- 
perience pituitrin seems to be an ideal adjunct. 

*Rcad at the Thirty-fifth Annual Meeting of the American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons, Albany, N. Y,, Sept, 19*21, 1922. 
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From tlie literature at my command liowever, where pituitrin was 
used in the second stage of labor, I find cases reported where the 
child was said to he asphyxiated, others where there was undue com- 
pression of body of child, eases of cerebral hemorrhage, separation 
of placenta, extensive lacerations, of cervix and rupture of uterus. 
Some infants born alive developed paralysis and others became idiots 
and epileptics. I also find it stated that uterine tetany might occur 
following very small dosage. 

The complications and sequelae mentioned above are of such im- 
port, that I bring up the question at this time, (knowing that many 
thousands of eases have had pituitrin administered to them during 
the second stage of labor), why such reported results should occur 
and what explanation can be given as a solution. 

Is there some peculiar idiosyncrasy on the part of some pregnant 
women to pituitrin, is the fault in the preparation of the drug, is 
the dose or repeated dosage too large, are the indications for its 
usage properly considered, does patient’s condition warrant its use, 
can its action be relied upon, and are not some of the complieations 
attributed to pituitrin erroneously reported? 

Time and clinical experience are the essentials necessary to assure 
us, that either we have something of great value, or that pituitrin 
should be classified as a dangerous dimg and unworthy of use when 
administered during the second stage of labor. I note that many who 
use pituitrin extensively have become enthusiastic, and that they 
even go so far as to state, that to a great extent, it takes the place 
of forceps, without the frequent resultant effects of instrumental 
trauma. 

It is neeessarj^ to have in mind, that there are definite contrain- 
dications, and they may be enumerated as follows: incomplete dilata- 
tion of the os, nonengagement of presenting part, an}'- mechanical ob- 
struction to delivery on the part of pelvis, uterus, bladder, vagina, 
rectum, or of child, any disproportion of fetal or pelvic measure- 
ments, abnormal presentations, uterine inertia following a long and 
harrowing labor, the patient being thoroughly exhausted; especially 
is this so in the tuberculous and syphilitic. 

Its usage may be summed up as follows: it starts, renews or in- 
creases feeble contractions of uterus in suitable cases. 

That pituitrin used indiscriminately may be a contributing or even 
the main cause of one or more of the above-mentioned complications 
is self-evident to the intelligent. It is not convincing, however, to 
read some of the case reports ivhere pituitrin is put down as the 
cause of an unusual complication or of death of patient. 

Such criticisms without complete histories of pertinent facts or 
condemnation of the drug when erroneously used, are of little value 



,254 THE AMERICAN JOURNAL OP OBSTETRICS AND GYNECOLOGY, 

from a statistical standpoint of tlie merits or demerits of the drug in 
question, and leaves those seeliing enlightenment in the saine position 
as before perusing such reports. 

It is only rational to say, that if midvives are allowed to ad- 
minister pituitrin, disaster will follow in many unreported cases, and 
if physicians discard obstetrical eontraindications, serious complica- 
tions will ensue, and especially is this so, if used in every case where 
there is the least delay, regardless of presentation or position, or 
Avhere there is a temporary cessation of labor pains with the os only 
partially dilated. 

It is of little moment whether one decries those who condemn 
pituitrin in the second stage of labor, or praises those who consist- 
ently use it, hut it seems to me that ohstetrieians are called upon to 
give their unbiased opinions of pituitrin, based upon their own ex- 
perience, so that some definite conclusion may be reached, which 
will be of value to the profession at large. 

I have used pituitrin in the second stage of labor for a number of 
years, and during the past year in 30 selected private cases, and 
after mature thought and careful observation have come to this con- 
clusion; that if used judieiouslj’- from an obstetrical standpoint, it 
is a boon to motherhood. 

10 "West Seventh Street, (For discussion, see p. 297.) 


j\IALFOR]MATIONS OF THE UTERUS AND APPENDAGES^' 
With a Report op Six Cases 

By Arthur T. Jones, M.D., P.A.C.S., Providence, R. I. 

M ALFORIMATIONS of the uterus, appendages, and vagina are 
dependent chiefly upon some fault in the normal development 
and fusion of the duets of Muller. 

In the normal course of development the upper portions of the 
ducts of Muller, although separate, converge, forming the fallopian 
tubes; the middle portions fuse, and the partitions between them 
disappear, forming the uterus, while the lower portions by similar 
fusion and absorption of partition, form the vagina. Any interrup- 
tion in this normal fusion and development may leave more or less of 
a double canal in the uterus or in the vagina, and depending on the 
equality or inequality in the development of the two halves, there 
may result, either a symmetrical double uterus and vagina or one- 
half may be well developed while the other haK may present all 
grades of development from zero to perfection. 

^Rcad at the Thirty-fifth Annual Meetinj? of the American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons, Albany, K. V., September 19*21, 19-2. 
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There are rare conditions of absence of the uterus, and rudimentary 
uterus, in which the latter organ is represented only by a band of 
connective tissue posterior to the bladder. For pregnancy to exist, at 
least one of the ducts of Muller must have developed sufficiently to 
form a serviceable half of a double uterus and vagina. There are 
many varieties of malformations most common of which are: 1. The 
uterus unicornis, in which only one duct of Muller is developed. 2. 
The uterus bicornis, in its various forms, in which both ducts are 
equally developed but there is fault in normal fusion and absorption. 
3. Uterus bicornis in which one duet is imperfectly developed and 
has no connection vdth the vagina. 4. The uterus didelphys in which 
the halves are separate throughout. 5. The uterus septus, in which 
externally the uterus feels normal, but the partition between the 
middle portion of ducts of Muller has never absorbed. 6. Uterus 
bipartitus, in which both uterus and vagina are double and lie side 
by side as separate tubes. 7. Double vagina, in which fusion, absorp- 
tion and development of the ducts of Muller are normal until the 
vagina is reached and here a partition is left dividing the vagina 
throughout more or less of its length. In any of the above mentioned, 
pregnancy may take place. 

Several types of abnormalities of the uterus and appendages to- 
gether with vagina or abnormalities of any one respectively have 
been described, among which may be mentioned double uterus with 
double vagina; congenital absence of uterus and vagina; absence 
of uterus both tubes and right ovary; double vagina plus double 
cervix; absence of vagina and uterus; double solid uterus; double 
lumen in fallopian tubes; congenital absence of uterus alone with 
tubes and ovaries present; and congenital absence of uterus with 
anomalous vulvovaginal anus. 

The following cases which have come under our observation are of 
particular interest due to abnormalities presented: 

Case I. — I. P., female, age twenty-six, white, married, complaining of a tumor 
which she discovered following her last miscarriage. Patient had one child three 
years ago, two miscarriages, last one about two months before she was seen by me. 
Menstruation regular. Examination showed a largo cystic tumor in pelvis, which 
pushed the uterus well over to left side. Cervix small and high up. Diagnosis of 
ovarian cyst was made. Patient was operated on August 26, 1915, at which time 
a cyst of the right ovary was found the size of a grapefruit. The cyst and tube 
were removed, it not seeming feasible to attempt to save any portion of the right 
tube because of the pathology attached to it. The left side of the uterus was found 
to be perfectly smooth and -n-ith no appendage. The left round ligament was in- 
serted into the uterus below the junction of the cervix with the body -of the uterus. 
Further examination revealed an ovary twice its natural size and a tube one and 
one-half inches long on the loft pelvic wall attached by the broad ligament. Tiic 
left tube was cut across and the cut end split up a distance of one-fourth of an 
inch for transplanting into the uterus. The end of the right tube was excised from 
the horn of the uterus and incision carried inward opening into the cavity of the 
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uterus. The left tube was then transplanted into the horn of the uterus at this 
point. Two strands of No. 2 dironic gut were then passed tlirough the tube into 
the uterine cavity with the ends protruding from the tube to beep the same patent 
where it was grafted into the uterus. The left ovary which then lay close to the 
uterus and on top of the round ligament was sewed to the round ligament closing 
the opening, which would predispose to ileus. The patient made an uneventful re- 
covery. Two years after operation the patient reports menstruation regular every 
four weeks, not painful, moderate amount for four days. No pregnancies since. 

Case II. — G. N., female, age twenty-four, white, married for tliree and one-half 
years. No pregnancies. Notliing abnormal in regard to her menses. Examina- 
tion revealed an ovarian cyst. At the time of operation. May 19, 1915, a cyst of 
the left ovary was removed. At the left of the uterus was a small mass which at 
first looked like a fibroid the size of a walnut. The left tube and round ligament, 
however, came off from this left horn of what was really a bicomate uterus, the 
left side being much less developed than the right. Tliis supernumerary uterus was 
removed. The round ligament was tied and cut away and then sewed to the hom 
of the uterus proper. Beneath the supernumerary uterus wliere it was cut across 
was a slight area of thickened tissue apparently a small mass of uterine tissue 
simulating a cervix. The patient made an uneventful recovery. 

Two years later the patient was delivered of a baby girl. Tliis child was seen 
in consultation about five months after birth and was a Mongolian idiot. Patient 
has since given birth to a normal healthy infant. 

Case III.— G. W., age thirty-four, white, married five years, menstruation normal. 
Had one miscarriage at two months. Patient had been delivered of a six and a 
half months fetus two weeks before first seen. Pour days before labor she com- 
plained of pain in her left side, also noticed a tumor following her delivery. Ex- 
amination showed presence of large tumor in left side of abdomen and pelvis, ap- 
parently connected with the uterus. The uterus seemed small however. Diagnosis 
of a tumor made. When operated, April 10, 1920, wliich was twenty-six days after 
delivery, the tumor mass was found to be the left hom of a bicornate uterus and 
was the size of a coconut. A definite sulcus seemed to divide tliis horn from tlie 
right side; the latter seemed about the size of a normal uterus. The transverse 
colon was adherent to the left horn of the uterus where the latter had perforated. 
Nature had closed the opening by causing the colon to adhere at this spot. Upon 
separating the adliesions the perforation was found in the uterus and a dark gru- 
mous discharge came from the cavity of this uterine horn. The entire right side 
of the uterus was removed along the dividing sulcus. Examination of the removed 
left horn showed the mucous membrane very dark, .grumous looking and thrown into 
heavy folds. It was evident from the gross appearance, that the pregnancy had oc- 
curred in tliis hom, which had failed to involute and the ulceration had occurred 
at the fundus where Nature had temporarily taken care of it. A pathologic ex- 
amination showed an excess of fibroid tissue but nothing else abnormal. 

Patient made an uneventful recovery. She was seen within the last few months 
and is in excellent condition. No pregnancy since operation April 10, 1920. 

Case HL — B. S., white, age tliirty-five, seen in 1911, suffering from a tubo- 
ovarian abscess. Although married for several years she had had no pregnancy. 
On examination of her pelvis it was found that a double vagina was present and 
apparently a double uterus for there was a semblance of a cervix in both sides. 
This patient declined operation and passed from under my observation, so I was 
unable to get further knowledge regarding her congenital malformation. 

Case T.— M. A., female, white, and, single. Operation on December 14, 1907, at 
which time a curettage, celiotomy, salpingo-oophorectomy, appendectomy and a plas- 
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tic of the left ovary was done. At the time of the curettage an os was found, 
which presented in the right side of the vagina, and communicated with the right 
side of the uterus. The tissues about the os seemed soft and like vaginal wall only. 
A cervix was also present in its normal position and felt normal but was covered 
with vaginal mucous membrane and presented no os. At the time the celiotomy was 
done the mass in the right side proved to be tube and ovary of a cystic nature and 
appendix all matted together. The appendix was removed, right tube and ovary 
freed and removed. The left ovary was cystic and a plastic was done on it re- 
moving about one-half. The uterus was found to be bicornate and symmetrical on 
both sides. 

Case VI. — A. A., age tliirty^ white. First seen in January, 1919. Married four 
years, child three years of age, instrumental delivery, following which the patient 
was in bed seven months suffering from phlegmasia alba dolens and other complica- 
tions. She complained of heaviness in pelvis and dragging sensations. Menstrua- 
tion every 28 days, not painful, five days, moderate amount. Examination re- 
vealed a small laceration of the cervix and perineum and a marked cystocele. A 
dilatation and curettage, traclielorrliaphy, anterior eolporrhapliy, perineorrhaphy and 
celiotomy done. Upon opening the abdomen a condition of congenital absence of 
right ovary and tube was found and a condition of hydrops of the left tube. Plastic 
operation was done on left tube. Tire distal end was opened and a new fimbria 
made by suturing around the slit in tube with fine chromic gut. Patient was dis- 
charged well in eighteen days. ' 

The conclusion we can draw frona this review is a plea for con- 
servatism and operations of a plastic nature to be resorted to rather 
than a complete removal of the female organs of regeneration. We 
should watch for uterine malformations, which constitute an actual 
clinical group and whose management requires conservative surgical 
judgment. 
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SHOULD PUBIOTOMY BE BECOGNIZED AS A JUSTIFIABLE 
OPERATION IN OBSTETRICS?® 

By Arthur H. Bill, M.D., Cleveland, Ohio 

T 7ERY little mention has been made during the recent years of the 
* operation known as pubiotomy. This operation was never popular 
in this countrj’-; in fact, we may say that in only very few of our 
clinics was it given what might be called a fair trial. Many obstet- 
ricians rejected the procedure before using it, while others apparently 
did not meet with success on attempting it, or at least the procedure 
did not appeal to them. We may saj'’ that pubiotomy has had a rather 
rough road to traAml on its way to finding a place of recognition as a 
valuable obstetric procedure. 

Probably one of the underlying reasons for discrediting pubiotomy 
is the fact that its proper place was not fully realized and that there 
was alwaj^’s a tendency to compare it with cesarean section, as if 
the two operations were competitors, in which ease opinion invariably 
and very rightly remained favorable to cesarean section. The fact 
should be made very clear that pubiotomy in no way competes with 
cesarean section; in fact, its advantage is seen in those cases in which 
we know that cesarean section is either contraindicated or its per- 
formance is an impossibility. It competes chiefly with craniotomy 
on the living child, and in this connection it may be said that it makes 
little practical difference whether the physician deliberately per- 
forates the head of a living child, or, knowing that its successful 
delivery is impossible, makes brutal traction with forceps until he 
finds that there is no longer a fetal heart and then perforates the 
head. The writer believes that craniotomy is used far too often; in 
fact, that it is very seldom necessary. 

In the last decade, we have seen some wonderful changes in ob- 
stetric practice, so much so that today obstetrics is on a far more 
scientific basis than e^mr before. We have shown that it is possible 
by the proper administration of analgesia and anesthesia to make 
labor quite comfortable and do that without interfering with its most 
successful termination. We have learned that' it is possible to shorten 
the second stage of labor with safety. We have adopted the practice 
of correcting abnormalities of presentation and position instead of 
waiting indefinitely for Nature to correct them, because in a certain 
percentage of eases spontaneous change to a normal position takes 
place, but perhaps after many hours of unnecessary labor. We have 

*Rcad at .the Thirty-fifth Annual Meeting of the American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons, Albany, X. V., Sept. 19-21, 1922. 
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learned to make rectal examinations during labor instead of vaginal 
examinations, thus further decreasing the possibility of infection. 
We have seen that it is possible to reduce the maternal mortality in 
cases of antepartum hemorrhage, for example, placenta previa and 
accidental separation of the placenta to an almost unbelievable mini- 
mum by the proper employment of transfusion udth the delivery. 
We have seen a very marked reduction of severe postpartum hemor- 
rhage by the routine administration of a pituitary preparation, im- 
mediately after the birth of the child. We have seen a broadening 
of the field for cesarean section so as to include quite a variety of 
conditions, and yet vm have learned more fully its limitations. We 
have been impressed more and more with the fact that there is great 
risk in performing a cesarean section in eases in which any attempt 
at delivery or any vaginal manipulation has been made, where an3’- 
vaginal examination has been made or even when the patient has 
been in labor too long. In fact, the conditions mentioned are con- 
sidered contraindications to the use of cesarean section. But in spite 
of all the advances in obstetric procedure, we still have craniotomy. 
In overcoming the necessity of performing the latter operation, 
pubiotomj’- finds its place. 

It is undoubtedlj’' true that were the best judgment used in the 
management of cases from the beginning, there would seldom be an 
indication for pubiotom3^ That is, if the most accurate estimation 
of the relative size of the fetal head and the bony pelvis were made, 
and if onlj^ rectal examinations were made during labor, and the 
patients not allowed to continue in labor too long, in other words, 
if the cases were alwaj^s kept as what we term clean cases, cesarean 
section could be safely performed when occasion arose. But unfor- 
tunatelj'-, in a certain percentage of cases, this is not true. In these, 
the patients are allowed to continue in labor in spite of d^’^stoeia due 
to the bonj’- pelvis, repeated vaginal examinations are made, as is 
still the custom of many pln^^sicians, and even unsuccessful attempts 
at delivery. In these so-called potentially infected cases, we all 
realize the risk of performing a classical cesarean section and w.e 
might well add that the various methods of extraperitoneal or trans- 
peritoneal cesarean section have not materially lessened the danger 
in such cases. In these cases the fetal heart may still be good and 
the justification for performing a craniotomy’- cannot be .shown. Pubi- 
otomy gives us a means of delivering a living child and there are not 
the contraindications to it which there are to cesarean section. There 
is no invasion of the peritoneum or of the uterus and not frequently 
even a eommunieation between the pubiotomy wound and the vaginal 
tract. There is, in other words, no more reason why pubiotomy 
-should be contraindicated than craniotomy in a potentially infected 
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case. The justification of pubiotomj’' as an obstetric operation may- 
be determined by the ultimate results, which involve chiefly the ques- 
tion of the character of the union of the pubic bone and the functional 
results obtained, inasmuch as, the various complications -which have 
been reported and are of a permanent nature may be avoided by 
care in the performance of the operation. In my own experience, 
there has always been firm union of the bone, but this is in most 
cases a fibrous union. Radiographs taken at times varying from 
one to twelve years after the operation have shown in most cases 
fibrous union with slight separation of the bony surfaces, while in 
one case, there was such a perfect bony union that it was scarcely 
possible to determine from the radiograph on which side of the sym- 
physis the cut had been made. 

The functional results were, however, uniformly good whether a 
fibrous or a bony union resulted, the patients being unhampered in 
the performance of their respective duties, which varied from the 
work of a scrub woman to the strenuous exercise of the athletic 
woman. 

Probably the most striking advantage of pubiotomy is shown in 
the delivery of the aftereoming head by the use of what has been 
termed the prophylactic saw. "When the fetal head is at the 
fundus, as in the case of a primary breech presentation, and there is 
a moderately contracted pelvis, the obstetrician is in a very dis- 
advantageous position. Pelvic measurements are after all only rela- 
tive, and measurements of the fetal head as it lies in the fundus are 
inaccurate. The real estimation of the possibility of the head pass- 
ing through the brim of the pelvis can only be made when the head 
is presenting and one can determine the relative size of the fetal 
head and bony pelvis. In some cases the obstetrician comes to a 
full realization that the fetal head will not pass through the brim 
only when he has reached the stage of the deliverj'- of the aftereoming 
head. He is then helpless. If, in cases in which there is uncertainty 
in regard to dystocia, the prophylactic saw is passed around the 
pubic bone before the delivery, and simply allowed to lie in place 
without sawing, it is possible to release the fetal head in time to save 
the child if an absolute obstruction is found. If the aftereoming head 
is delivered without difficulty, the fact that the saw has been passed 
is in no waj^ harmful to the patient. The same procedure may apply 
to eases in which the best judgment of the obstetrician tells him that 
he may be able to deliver a child bj"- means of podalic version better ’ 
than by forceps. If his judgment fails him, and the aftereoming head 
does not enter the pelvis, he will be very glad to have a prophylactic 
saw in place. One more example of the peculiar value of pubiotomy 
is seen in cases of contracted pelvic outlet. If the fetal head has 
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been brought clown to the outlet and there has met an obstruction, 
pubiotomy offers the only means of delivering m, 

I have made no attempt at giving an exhaustive description of the 
operation of pubiotomy with which you are all undoubtedly familiar; 
have said nothing of the history or bibliography, nothing of the tech- 
nic, and have not bothered you with ease reports, though I might add 
that I have performed pubiotomy operations successfully in all of the 
varieties of eases mentioned. My intention has been merely to em- 
phasize the fact that in certain cases, pubiotomy offers us something 
which no other obstetric procedure can replace. Let me make it per- 
fectly clear that I do not consider pubiotomy to be an elective pro- 
cedure, but merely an emergency operation, to be applied in those 
cases in which the child cannot be saved by other means without 
seriously endangering the life of the mother. I would not even ad- 
vocate a broadening of its field and would especially speak against 
reckless performance of podalic version in eases of contracted pelvis 
under the safeguard of the prophylactic saw. In view of the peculiar 
advantages of pubiotomy, as described, and the favorable results, and 
in spite of the fact that the procedure per se is not especially attrac- 
tive, can we not conclude that it deserves to be given a definite place 
among our valuable obstetric procedures? 

503 Osborn Building. (For discussion , see p . 301.) 


REPORT OP A CASE OP GENITAL ABNORMALITY AND ACUTE 
APPENDICITIS IN A GIRL OP EIGHTH- 


By H. Wellington Yates, M.D., Detroit, Michigan 


O N March 31, 1921, through the courtesy of Dr. S. R. Ashe of 
Detroit, I was asked to see Mildred K, a girl of eight years 
of age, who had been ill for forty-eight hours with an acute 
pain in her abdomen, at first not well localized, but during the course 
of the next forty-eight hours, there were definite signs of an acute 
appendicitis. 

This patient was the third child born of a healthy mother whose 
labor was attended without incident. Three children have since been 
born to the same mother and all are health}' and -well. 

The patient’s infancy and early childhood were free of disease 
except measles at four years of age, she was fat and well nourished 
until that time, after which she has been very thin and appar- 
ently poorly nourished. While she eats very heartily of anything 
served, frequently demanding food between meals, she remains^ phys- 


‘Read .at the Thirty-Mth Annual Meeting of the American Association of Obstetricians 
Gynccolopists and Abdominal Surpeons, .Albany, N. Y., Sept. 19-21, 1923. icians 
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ically beloAY par. Her bowels arc regular and sbe bas no digestive 
disturbances. While sbe urinates every half hour nigbt and day, tbe 
urine is negatWe. Sbe always bas a dysuria and bas to wait a con- 
siderable time before urination takes place. 

Her mental capacity is that of a normal child of her age. While 
at home, sbe prefers to sit at tbe window and watch other children 
at play rather than to take any active part in childish games. 



Fig. 1. 


The patient Avas transferred to the William Booth jMemorial Hos- 
pital where operation was immediately done. An incision ivas made 
over McBurney’s point. When the peritoneum was incised, a consid- 
erable amount of seropurulent discharge was liberated. With the 
index finger in the cavity, the appendix Avas easily found; brought 
into the wound and dealt Avith in the usual manner. 

With the examining finger one could detect a partial Availing off 
from the area below, making it inadA'isable to do any further explora- 
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tion in the pelvic cavity to determine the normalcy of its contents. 
Accordingly a drainage tube "vvas inserted in the lower angle of the 
wound and the incision closed from above downward. The drainage 
tube was removed on the sixth day. She made an uneventful recov- 
ery after the first two days of stormy convalescence and was dis- 
charged on the eleventh day with the wound completely closed. 

Incident to these examinations her urogenital deformities were 
observed. The following anomalies were in evidence: 

1. The umbilicus appears about nine cm. below its normal location. 
(Fig. 1.) 

2. There was a diastasis of the recti muscles extending from a line 
drawn transAmrsely from the anterior spines of the ilium doAvnward 
for 7.5 cm. and separated at its widest portion 4.5 cm. 

3. There is an apparent exstrophy of the bladder, through this 
diastasis up to and immediately beneath the integument. It is in the 
center of this apparently exstrophied part that the umbilicus is seen. 

4. We were unable to feel any union of the pubic bones — the ramus 
of each side apparently dipping down without fusion. 

5. The external genitals are seen in irregular and undefined folds, 
the clitoris alone appearing most normal. The urethral meatus is 
very small, scarcely admitting a uterine probe, the nymphae were so 
immature that they could only be distinguished with difficulty and 
in no sense were a guide to the stream while urinating, so that during 
urination the urine was throAvn upward toAvard the abdomen. 

6. The vagina Avas entirely wanting, unless perchance it could be 
marked by a slight aperture Avhieh admitted the smallest probe for 
about one-half cm. Repeated attempts Avere made to carr}'" the probe 
farther in without success. (Fig. 3'.) 

The x-ray examination (by Dr. G. C. Chene) made Sept. 15, 1922, showed an 
arrest of development of the pubia and isehinm on each side. This is a condition 
seen in extroversion of the bladder. The anterior part of the pelvic girdle is de- 
ficient, the pubic bones being separated by about three inches. The pubic bones 
and ischii are directed forward instead of toward the mid-line and the obturator 
foramina are small and face laterally. The iliac bones appear flatter than usual 
and face more forward. The pubis and ischium have united properly on their 
respective sides. (Pig. 2.) 

Recalling for the moment the earl}’- detmlopmental phenomena con- 
nected Avith the genital system, Ave find the deAmlopment of the Avolf- 
fian bodies at about the end of the fourth Aveek of embryonic life. 
Just inside of these bodies the elements of the genital glands AAffiich 
in the future become the ovaries of the female are seen about the 
sixth week. Coincidentally Avith the dcA^elopment of the genital 
glands there are seen two ducts which extend to the urogenital sinus; 
these are the miillerian ducts, from Avhieh is deAmloped the entire 
genital tract to the A'aginal introitus. 
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The miillerian ducts are at first solid and when they extend to the 
urogenital sinus they are unfused structures. "When the develop- 
ment proceeds normally they run close together in their lower half 
and finally become merged into one structure, the upper part of this 
structure becomes the future uterus and its extension and fusion in 
collaboration with the urogenital sinus forms the vagina. These lat- 
ter changes occur about the ninth and tenth weeks. When these 
tubes fail to reach the urogenital sinus the vagina ends blindly above 
the vestibule ; or when their lower segments are stunted, the vagina 
and often the uterus may he entirely wanting. Congenital malfor- 
mations of the vagina such as absent or rudimentary vaginae are 
usually associated with corresponding errors in the development of 
the uterus. While other malformations due to faulty union of the 
miillerian duets occur, the more common is the uterus bieornis or a 
double uterus and vagina ; the latter are not incompatible with preg- 
nancy, labor and the puerperium, often occurring without unusual 
incident; this phenomenon is often not recognized since no external 
evidence is seen. Conception may occur on either side. We have 
observed one case of abortion about the sixth week which had a 
complete vaginal septum and a double uterus, excepting that the 
latter also had a septum between two otherwise normal uterine 
cavities. 

Complete vaginal absence is seldom found in any but nonviable 
monstrosities according to Anspach, but the case reported rather 
refutes this statement. Marked vaginal atresia may be the result of 
a vaginitis of gonorrheal origin, but complete congenital atresia is 
associated with anomalies in the development of the miillerian ducts 
and under those circumstances is always associated with abnormalities 
of the uterus and adnexa of one side. A true atresia of the vagina 
must be differentiated from the inflammatory type which is but the 
result of some acute infective agent. 


David tyniTNET Building. 


{For discussion, see p. 303.) 



THE TRAGEDY OP A SACRAL PERIOSTEAL SARC05^IA'‘ 

Bt Pbancis Reder, M.D,, St. Louis, Mo. 

'^HE etiologic factors of malignancies still remain labyrinthine to 
A the great armj’- of research scientists in their indefatigable search 
for a cause, ■^vhile the therapeutic agencies generally in vogue at the 
present, leave the impress of an alehemistic effort. Wonderfully 
great have been the achievements of the physicists in constructing 
a most powerful x-ray apparatus of high voltage capacity to be 
utilized for the production of the hard x-rays, and equally wonder- 
ful have been the advancements made in the utilization of the highly 
penetrating gamma raj’s of radium. It has carried many of us into 
the ultra enthusiastic zone, and has caused us to become infected with 
much of the fervor of our inspired colleagues who are visualizing 
marvelous successes with the x- and radium rays. In time we have 
infected our patients with this selfsame enthusiasm, and implanted 
in them a hope for which we must feel responsible. 

I admit that it is a great comfort to be relieved of a patient with 
a malignancy in Avhich surgical measures have failed, and to be able 
to find hopeful recourse in a new branch of medicine whose success 
is proclaimed with convincing earnestness. 

Well be it that access to such encouraging aid is at our disposal, 
for were it not, the spirit of the surgeon and the patient would soon 
be daunted and hope lost. Hope, though the patient’s condition 
presages no encouragement, must not be lost, for this virtue is the 
Mtalizing bond which unites the soul to the great and good in every 
age, it is a link Avhereby our life takes hold upon the eternities to 
come. 

In narrating the clinical history, course and treatment of this 
particular case, I am merely portraying to you a clinical picture, 
which, during the first six months, misled the skill of an able physi- 
cian; a clinical picture revealing the suffering and courage of the 
patient, and a clinical picture disclosing the great disappointment 
engendered by the most modern methods of treatment. 

This patient experienced some two months before consulting a rectal specialist 
a heavy, tlirobbing sensation, with occasional lancinating pain in the lower part 
of her rectum. Six weeks after the onset of her "rectal trouble,” bowel actions 
were becoming painful. The rectal specialist recognized the condition as "Hemor- 
rhoidal” and for five months gave assiduous treatment, without relief. 

On Alay 25, 1921 I saw the patient, a woman forty -five years old, well developed 
and fairly healthy looking, her face, however, giving expression of much suffering. 

■*Rcad at the Thirty-fifth Annual Meeting^ of the American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons,. Albany. N. Y., September 19-21, 1922. 
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The pains in her rectum had gro^Yn more severe, especially at night, and were 
radiating up her back, causing her sleep to be much disturbed. 

Eeetal examination conducted in a very gentle manner, and without instruments, 
caused intense pain. Several small internal hemorrhoids were palpable. They 
were, however, too small to cause such suffering. Insinuating my finger to its 
full extent into the rectum, the anterior surface of a mass about as/ large as a tan- 
gerine, globular in shape, could be palpated through the posterior wall of the bowel. 
The location .of this mass corresponded to the sacrococcygeal joint. To the sense 
of touch this mass appeared soft, doughy and fixed. The diagnosis of a sarcoma- 
tous gi'owth was made. The likelihood of a cystic tumor (dermoid) was not al- 
together excluded, although any evidence on the skin usually associated udth this 
class of tumors was entirely lacking. Sentiment was greatly responsible for enter- 
taining the latter diagnosis. 

The condition was clearly a surgical one and a request for operation was promptly 
accepted. 

On May 27, 1921, with patient in the Bozeman position the tumor mass was ex- 
cised. On account of the character of the lesion extreme measures were resorted to 
in dealing with neighboring tissues. 

The coccyx and a portion of the sacrum corresponding to a line drawn a little 
above the second sacral foramen, were removed. The musculature of the posterior 
wall of the rectum to the extent of 2 to 21^ inches was removed down to the sub- 
mucosa. 

In dissecting out the tumor mass, which was globular and as large as a small 
tangerine, no difficulty was encountered. It was readily enucleated. The reddish 
brown color and characteristic substance of the tumor made recognition easy as 
soon as the “capsule” vras incised. In. using the word “capsule” in connection 
with this tumor, I am simply stating the gross appearance of the tissues as they 
presented themselves during the dissection. In this particular case the appearance 
as to an encapsulation of the mass was strongly deceptive. 

Pathologists inform us that sarcomata are not encapsulated; that a micro- 
scopical examination of the capsule and of the tissues immediately outside of it 
shows that wliat appears to be a capsule is the connective tissue around the per- 
iphery of the tumor, which tissue had become condensed by pressure, but wliich 
holds in its meshes young sarcoma cells, wliicli are also found in a zone of lesser 
or greater width iu the adjacent tissues; furthermore, the enucleation of a* sarcoma 
is invariably followed by a speedy local recurrence, the best possible proof that 
the ‘ ‘ capsule” does not indicate the limits of the tumor, and is in reality a pathologic 
delusion. 

This teacliing was keenly appreciated, and the ‘ ‘ capsule, ’ ’ after its interior had 
been subjected to an application of carbolic acid, was excised together with a 
liberal encroachment upon the adjacent tissues. The wound was closed e.xcepting 
at the lower corner where a rubber dam drain was inserted. Healing was by first 
intention and on Juno 11, 1921, sixteen days after the operation, the patient left 
the hospital free from any pain and feeling well. 

The pathologist’s report of the tumor was alveolar sarcoma. Appreciating the 
virulent character of the neoplasm a “radium treatment” by a most competent 
radiographer uus given June 3, 1921, and July 3, 1921. The total time for both 
radiations was 30 hours, 4500 mg. hours, 150 mg. of radium filtered with H mm. 
of silver, 1 mm. of brass, 1 mm. of lead and rubber at 2 cm. distance, were ad- 
ministered. These radiations were very painful for almost GO hours after their ap- 
plication, and demanded the administration of an opiate for relief. 

The patient’s improvement was most encouraging. Siie appeared normal in 
every way, strength retuniccl, she gained in weight, and her face reflected an ex- 
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pression of euphoria. Nevertheless the patient ■was kept under close surveillance 
and was subjected monthlj' to an examination. All went well, when on Oct. 22, an 
examination imparted to the examining finger a sense of thickening. This sense of 
thickening was apparent through the posterior rectal wall and in the vicinity of 
the former site of the neoplasm. The patient was not conscious of the existing 
condition, as she had not experienced any pain. Nothing was said to her. She was 
asked, however, to return in November for further observation. An examination on 
Nov. 25 removed all doubt about a recurrence vaguely entertained at the October 
examination. The thickening at that time too indefinite for a positive interpreta- 
tion, had progressed so that a distinct infiltration of the tissues beyond the rectal 
wall could be readily recognized. Pressure too, now caused pain. 

The patient was informed of the recurrence and before any advice could be of- 
fered, she requested an operation without delay. 

The operation was performed at St. Luke’s hospital Nov. 30, 1921, six months 
.after the first operation. At the operation wliich was exceedingly severe, no en- 
capsulated neoplasm was found. The tissues about the former site of the tumor 
presented a strongly infiltrated appearance. It was very difficult to judge the tis- 
sues during the progress of dissection. The points of limitation in the dissection 
were the tuber ischii. Before closing the wound a cautery at a dull heat was 
applied both to the soft and osseous tissues. 

The patient reacted well from the operation. Healing progressed without infec- 
tion and the patient was able to leave the hospital January 1, 1922. 

During the patient’s stay in the hospital she was given the treatment by the 
mixed toxins of erysipelas and Bacillus prodigiosus of Coley. The injections, given 
irregularly, were governed by the patient’s condition. The reaction, i.e. cliill, fever 
and depression following an injection were sometimes very severe, — even in the 
most minute dose (% minim). An injection of 4 minims given Deo. 18 caused a 
very severe chill, a temperature of 104%” F. following. On Dec. 1, 1921, the 
first injection was given. On Dec. 24, 1921, an injection of 5 minims was given and 
no reaction followed. From that date on the injections were discontinued. 

To give the patient the benefit of the advancement developed by the Coolidge 
tube treatment technic of deep radiation, the area harboring the neoplasm was ex- 
posed to these liigh voltage tubes from January 23, 1922 to March 14, 1922. The 
number of treatments given were 12, they were administered at an average of twice 
a week. The length of a treatment to the posterior rectal region was 75 to 150 
milliampere minutes (75 milliamperes equal 15 minutes). The tube distance was 
65 cm. and a current of 210,000 volts was utilized. An intermission from Feb. 
10, 1922 to March 3, 1922 became imperative. The reactions were very severe. 
Bain was intense and nausea and vomiting frequently distressing. These constitu- 
tional symptoms usually continued for 72 hours and called for an opiate for re- 
lief. It was noted that the usual and expected increase in the resistance did not 
occur during the first four treatments. During an examination at patient’s home 
Feb. 22, 1922 there was an apparent change in the affected area. To the touch per 
rectum the tissues felt hard, resistant and possessed of a peculiar elasticity ; prior to 
the treatment they imparted a soft and doughy sensation. Although the patient 
was free from pain, slept well, had a good appetite, was gaining in weight, doing 
much of her house work, a suspicion that a dissemination of the pernicious tissue 
cells was active, could not be discountenanced. From March 3, 1922, to Mareh 
14, 1922, additional fiv’e treatments were administered, two of these treatments being 
anterior rectal. 

The time and voltage of each treatment was the same as the preceding treat- 
ments. Similar reactions, perhaps in some instances more severe on account of the 
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■weakened condition of the patient, -were experienced as in the first series of deep 
therapy treatment. 

March 3 further irradiation -was discontinued in the hope that the patient’s re- 
sistance would become gi-eater and permit further treatments. 

During the course of the deep irradiation treatment at five different times a 
hematoma appeared in the posterior rectal region which caused much pain by pres- 
sure. The hematoma was punctured and the blood which was almost black and 
liquid, showing not the slightest tendency to coagulate, was evacuated. The amount 
usually ranged from 200 to 400 c.c. 

In connection with the high voltage therapy I may state that they were preceded 
by x-ray treatment wliile the patient was still in the hospital. The current from the 
hospital apparatus however, was only of 125,000 voltage. Pour treatments of a half 
hour duration were given daily. 

During the later period of the deep irradiation treatment a noticeable increase 
in the size of the involved area became apparent. A mass at the former site of the 
tumor could be easily outlined 'with the finger. The general condition of the pa- 
tient began to show the |)olluted state of the blood. Appetite disappeared and she 
was compelled to take to her bed because of the sharp lancinating pains in her 
hips which radiated down the inner side of her thighs to the knees. Morphine in 
increasing doses and at more frequent intervals had to be administered. 

On April 19 a distressing diarrhea follo'wing upon a constipated condition lasting 
six: days, gi-eatly weakened the patient. The diarrhea lasted until April 23 (five 
days) and was undoubtedly of toxic origin. 

On April 21 urinary difficulties began to manifest themselves. The tumor had 
grown to such a size as to compress the urethra and the bladder. Catheterization 
became neccssai'y. 

By May 2 the tumor had encroaclied upon the upper portion of the rectum to 
such an extent that a large caliber rubber tube had to be introduced to allow the 
escape of gas and to drain off the liquid fecal matter. 

Abdominal distention at times became so severe that the advisability of an arti- 
ficial anus was seriously considered. However, as long as the patient could be kept 
from any great suffering by the administration of opiates, this surgical measure was 
kept only in expectancy. 

The amount of morphine up to June 2 required by the patient to assure her com- 
fort was from S to 10 grains in '24 hours. There were, however, nights when the 
pain in her hips and extremities was so severe that 2 grains of morphine hourly 
for six to eight hours became necessary. 

On June 27 the tumor had attained a size that caused it to protrude through 
the vagina, giving the appearance of a child’s head partially born. The labia were 
edematous. The rectal mucosa extended. Through the abdominal wall the mass 
could bo outlined immediatel}" below the umbilicus. 

The clinical picture became one of abjection. Nausea, vomiting, colicky pains, 
neuralgic pains in the legs, genitalia and lumbar region racked the patient’s totter- 
ing structure, which required large and frequent doses of morphine to benumb its 
sensibilities. 

A ghastly cachexia had supplanted this patient’s fair complexion and showed 
in affrightened contrast to the clearness of her intellect. 

On July 4 great difficulty in passing the catheter was e.xperienced. This was 
caused by the increasing growth of the tumor. To overcome any further difficulty 
I introduced my hand into the rectum and forcibly ruptured the structures con- 
fining the sarcomatous mass, thereby liberating a large quantity of liver colored 
substance. The evacuation of this mass gave the patient great relief. She fell into 
a sleep from which she was awakened by an attack of vomiting. The following 
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two days the patient’s condition grew rapidly worse. It was clearly evident that 
some of Nature’s defenses about the malignant growth had been destroyed. The 
temperature which usually ranged from 99.4 to 100.2 began to register 104.5 and 
105, the pulse rate increased from 100 to 120 and 130, and the long looked for re- 
lief was in sight. 

On July 7 at 4 A.it. the patient asked the nurse to turn her on her- right side. 
"While being turned she was suddenly seized with a sharp pain in the left side of 
her chest and expired. 


COMMENT 

Appreciating that a deep seated cancerous groAvth is a most 
dreaded malady, hopes were entertained in this case, though not 
seriously as far as a cure could be expected, that some faimrable 
impress might be made upon the malignant lesion which would result 
beneficently to the patient. 

These hopes were engendered by the great advancement made by 
phj’-sieists in the dcA^elopment of more poAverful x-ray generating ap- 
paratus and a corresponding improvement in the therapy technic both 
with the roentgen ray and radium. 

Furthermore, confidence was heightened by reports of a rather ex- 
tensiA’’e sex'ies of successful results from large clinics. In this par- 
ticular ease AA^hen both radium therapy and the intensive deep roentgen 
therapj^ Avere carried out intelligently and assiduouslj’’ by skilled mem- 
bers of the profession, this patient’s life Aims destroyed Avithin the 
allotted time gnmn to these cancers even before the adAmnt of radium 
or the x-ray. Neither can it be said that the suffering of the patient 
was palliated by these treatments, as was eAudent by the more fre- 
quent and increased doses of morphine demanded for relief. 

What in the face of such an experience can be the cogitation of 
one AAdio has ghmii credence to much that has been said regarding 
some of the AAmnderful results in cancer lesions of radium and x-ray 
therapy ? 

There is only one deduction, that radium therapy and roentgen ray 
therapy are at present exciting an unAvarranted enthusiasm in the 
treatment of deep-seated cancerous growths, and that the Amlue of 
this treatment in the light of our present knowledge, of cancel is 
being OAmrestimated. 


"University Club Building. 
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K.EPORT OP A CASE OP TOXEMIA OP PREONANCY, WITH 
ACUTE YELLOW ATROPHY OP THE LIVER- 

By Prank R. Oastler, M.D., and Harry G. Jacobi, M.D., 

New York City 

(From the Gynecological Service and Pathological Lahoratory, Lenox Hill Hospital.) 

M rs. C. B., age twenty-nine, admitted to Lenox Hill Hospital December 12, 1921. 

No history of jaundice or liver disturbance. One child born nine years ago, 
without incident. Miscarriages: the first occurred 10 years ago folloufing the lifting 
of a heavy weight. Fetus of about seven weeks expelled. No curettage. No compli- 
cations. The second occurred about six years ago, same cause. About four months’ 
gestation. Expelled everything but placenta and was curetted. No complications. 
The third in February, 1921, same cause, four months pregnant, curetted in this hos- 
pital. Urine negative. Wassermann negative. No complications. Following curet- 
tage for second miscarriage, patient never menstruated regularlj-, only a drop or two 
of blood at intervals. 

Menstruation began at tliirteen years, regular, every twenty-eight days. Dura- 
tion two to four days. Moderate flow. Menstrual cramps before and after men- 
struation. For the past six years periods irregular, very scanty and associated with 
severe cramps in both lower quadrants. 

On admission patient complained of persistent vomiting, severe headaches, and 
dizziness of two weeks’ duration and pain in lower abdomen, (left side), of one 
day ’s duration. For the past, six weeks she had noticed that her feet were swollen 
and she felt generally miserable. The pain in the lower abdomen came on acutely 
while the patient was at rest and radiated to the back and left iliac region. At the 
onset the patient felt dizzy and fainted. She was carried to bed, became extremely 
thirsty, and restless and had very little sleep that night. The next morning, ten 
hours prior to admission, she began to bleed from the vagina, had air hunger and 
extreme thirst. She had not menstruated for seven months. 

On admission to the hospital patient’s general condition was verj^ bad. She was 
cyanotic, gasping for breath, dry furred tongue and violent headache. Tempera- 
ture 105° F., pulse 120, of poor qualitj’, respirations 28. There was no jaundice. 
General physical examination of heart and lungs was negative. Abdominal examina- 
tion revealed considerable general soft distention with marked tenderness in left 
lower quadrant. Pehic examination revealed purplish hue to external genitals; mod- 
erate bleeding from the vagina; the uterus was enlarged somewhat and soft; cervix, 
bilateral laceration and soft; cervical tug illicited sharp pain in region of left 
broad ligament. No masses were felt in the regions of the adnexa but the left 
side was extremely tender. Blood count showed white cells 28,000, polys 80 per 
cent, hemoglobin 70 per cent. Blood pressure 105/70. There was a large sub- 
cutaneous hemorrhage on the right thigh. 

In ^•icw of the liistory of sudden onset of pain in the lower abdomen with disten- 
tion and rigidity, air lumger, cyanosis and extreme thirst and the presence of 
marked tenderness in the L. L. Q. the tentative diagnosis of ruptured ectopic ges- 
tation was made and a laparotomy was immediately performed by my associate. 
The uterus was found to bo enlarged and the tubes and ovaries perfectly normal. 

■Rc.nd .nt .1 meeting of the New York Obstctric.al Society, Dcceml)cr 12, 1922. 
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There was nothing in the abdomen to account for the localized tenderness and dis- 
tention. The abdomen was quickly closed. Gas and oxygen anesthesia. 

Next day, October 13, 1921, the patient developed a very marked jaundice over 
the entire body. Her temperature was 101%°, pulse imperceptible and she re- 
mained in a state of delirium which had set in immediately after the operation. 
Clinically her condition was more critical than the day previous and the diagnosis of 
toxemia of pregnancy was made. The prognosis was very grave. Blood pressure 
105/70. 

The attending gynecologist who had seen the patient for the first time advised 
that the uterus be emptied immediately. 

Patient was put under gas and oxygen. Cervix dilated and the uterus emptied. 
Following this the uterus was irrigated with salt solution. The pathologic report 
confirmed the diagnosis of pregnancy. 

Chemical examination of the blood on that day showed urea 50 mg., uric acid 3.3 
mg., creatinin 2.05 ing., sugar 144: mg., combining power blood plasma 40 vol. 
CO,. Icterus index 1S7. 

Patient was unable to void and had to be catheterized; 125 c.c. of dark reddish 
urine was obtained which upon examination proved to contain blood and many 
epithelial cells, many hyaline and granular easts and positive bile test. 

Careful examination of the ej'e grounds failed to reveal any pathologic condi- 
tion in the fundi of the eyes. The jaundice worse. Urine passed 1200 c.c. Tem- 
perature 98° to 100%°, pulse 110. 

On the next day the patient was feeling much better. Jaundice was less marked 
and the patient was passing more urine and this was much less colored than previous 
specimens. The temperature was 100%°, pulse 100. Patient complained of salty 
taste in mouth. No vomiting. Passed 1300 c.c. of urine. Slept at intervals. 

Clinically there was evidence of improvement but from the laboratory findings 
the case was far from showing any signs of improvement. There had occurred since 
the last examination an increase of all the chemical elements of the blood. Of 
particular importance as far as the outlook of the case was concerned was the in- 
crease of the creatinin content. There were only two findings in this examination 
wluch suggested the possibility of improvement. (1) The increase of combining 
power blood plasma from 40 vol. to 50 vol., showing that the degree of acidosis 
associated with this condition indicated improvement. (2) The decrease of the 
icterus index from 187 to 100. 

Urine examination was practically the same as on the previous examination. 
Amount passed 1300 c.c. 

On October 16 the patient’s general condition was about the same. The tem- 
perature had dropped to 100 but alternate delirium and coma were still present. 
The patient complained of considerable pain over the liver region and showed marked 
tenderness to palpation over this area. It was noted on the histoiy chart that the 
jaundice was slightly more marked. 

On October IS the patient’s condition as far as one could determine clinically, 
was improved. Patient was more rational and her temperature had remained low, 
98% ° to 100° P, pulse 120, no cyanosis. The pain and tenderness over the li^er 
region which was noticed previously had diminished somewhat and the patient began 
to take some nourishment and get some sleep. Examination of the blood showed 
an increase in the amount of retention. A careful examination of the urine re- 
vealed the presence of leuein and tyrosin. Tlus, together with the presence of pain 
and tenderness in the right hypochondrium, vomiting, delirium, drowsiness, jaundice 
and the marked retention revealed by the blood examination, made us feel certain 
that we were dealing with a case of toxemia of pregnancy, in which the amount of 
liver destruction was very extensive and the condition was primarily one of li^e^ 
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toxemia. The extreme rarity ■with 'which recovery takes place in this condition and 
the fact that our patient eventually recovered and is still alive makes it still more 
difficult for us to establish definitely the underlying pathology in this case. 

The further progress of the case is very interesting. 

On October 21 the blood chemistry showed that both the urea nitrogen and the 
uric acid retention were greater than upon the preffious examination. The creatinin 
value, however, had dropped from 8.25 mg. per 100 c.c. of blood to 2.5 mg., which 
may be considered as an almost normal value. The icterus index on this examina- 
tion was 62. The interpretation of this marked decrease in the ■ creatinin content 
of the blood without a corresponding decrease in the other constituents is of ex- 
treme interest and importance. It was at this point in the course of the disease 
that the laboratory findings gave evidence -of a hopeful prognosis while clinically 
the outlook, though improvement was apparent, nevertheless was very much in 
doubt. 

The general treatment consisted in the administration of large doses of alkalies 
by mouth and by rectum, rectal irrigations, glucose solution by Murphy drip and 
general sustaining medication and sedatives. Wlicn the patient was able to swallow^, 
water was pushed to the limit. By November 7, 25 days following the operation 
for the removal of the fetus the patient was up, though the jaundice had not en- 
tirely disappeared. Temperature and pulse were normal and the urine still con- 
tained albumin 2 plus, but no casts, -with total amount of urine 1950 c.c. for 24 
hours. The blood chemistry was normal. 

The case presented brings out rather forcibly the value of correlat- 
ing clinical findings with those of the laboratory. It demonstrates 
clearly how modern laboratory methods, if used wiseV, in such con- 
ditions as these, will aid both in diagnosis and prognosis. 

We were indeed fortunate here to be able to folloiv the various 
changes in the chemistry of the blood during the course of so marked 
a toxemia, and while we fuUy realize that our analyses are perhaps 
not as extensive or as complete as might be wished for, it must be 
remembered that at the time this work v'as done we had but one aim 
and that was to obtain as much data as possible to aid us in the man- 
agement of the condition without subjecting the patient (who was 
very sick) to any unnecessary manipulations. 

METHODS USED 

In the blood the urea nitrogen, uric acid creatinin, sugar content, 
icterus index, and COo combining power of the blood plasma, were 
determined at each examination. For the urea nitrogen, the method 
described by Van Slyke and Cullen was employed. For the creatinin 
and blood sugar, we used the Meyers modification of the Folin method. 
The CO; combining power of the blood plasma was determined by 
the Van Slyke method, and the uric acid by the old Benedict method. 
To determine the amount of icterus present, we were rather fortunate 
in being able to make use of a method that was recently devised by 
our laboratory. The urine was examined from time to time to deter- 
mine the presence of bile, albumin, casts, leuein and tyro.sin. 
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Table I 


BLOOD CHEMISTRY AND URINE CHART 


DATE 

UREA 

URIC 

AC. 

GREAT. 

....... ..'ICT. 

COo 

COAIBINING 

POWER 

URINE 

. . ... 

CLINICAL 

N. 

MG. 

100 

PER 

C.C. 

|IND. 

j 

CONDITION 

10/13 

50 

3.3 

2.03 

.144 1 187 

40 vol ^0 

bile - blood - alb. 
casts IV. B. G. 

Very grave 

10/15 

100 

6.2 

5.6 

.120 jlOO 
• 

50 

same 

Condition im- 
proved 

10/lS 

83 

7.1 

8.25 

.144 j - 
I 

49 

same also leuc. 
and tjT. 

Condition im- 
proved 

10/21 

96 

8.3 

2.5 

.126 i 62 

1 

59 

same 

Icuciii and tyro- 

Condition im- 
proved tlibugli 
still serious 

10/25 

43.5 

6.0 

1.35 

.110 i 31 

63 

sin 

Marked im- 
provement 

10/31 

12 

1.5 

1.00 

.100 23 

69 

alb. casts, etc. 

Condition im- 
proved 

Normal 

12-15 

1-2.5 

.5-2 

.0S-.12 .3-6 

5.3-77 




The laboratory fiudings here presented show strikingly that at the 
onset there was a retention of all the nitrogenous products. The most 
marked was that of the urea, then the uric acid, and finally the cre- 
atinin. In other words the urea which is the least soluble of all 
three began to show its increase in the blood first, while the creatinin 
which is the most soluble was the last to increase. It is really upon 
the creatinin that great stress should be laid as far as prognosis is 
concerned in any given case. In chronic nephritis for instance the 
occurrence of a high creatinin content almost invariably means a 
fatal outcome. In acute conditions of the type we are dealing with 
here, and also those encountered in the intoxications with bichloride 
of mercury, phosphorus, chloroform or uranium salts, a high creatinin 
content, while pointing to a dubious outcome, is not always fatal. In 
our ease the sudden drop in the blood creatinin, in spite of the per- 
sistence of a high urea nitrogen and uric acid, was the important find- 
ing which pointed to a favorable outcome. One must remember also 
that urea, uric acid and creatinin in themselves are nontoxie. Their 
presence in the blood in increased amounts, indicates the presence of 
their more toxic antecedents. 

The careful studies of Abderhalden have revealed that the blood 
of every pregnant female animal contains enzymes which have a 
specific proteolytic action and so the possibility exists that abnormal 
or excessive products of such proteolysis or a lack of adequate defen- 
sive digestive action may be responsible for the toxemia of preg- 
nancy. The toxins that are usually liberated in such conditions act 
in a harmful way upon the liver and kidney, impairing tlieir func- 
tions of detoxication and elimination and in this way lead to the 
production of a vicious cycle. When their poisons effect the liver 
more and the other ti.ssues le.ss we approach the condition of acute 
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yellow atrophy, e.g., if the amount of toxin is not so great as to kill 
the patient through injury to the vital organs, after a feiv days, the 
necrosed liver cells undergo autotysis and if enough have been de- 
stroyed hepatic insufficiency may cause death. Hence it is possible 
for any poisons to produce this condition under certain circumstances, 
whether they are the poisons of the toxemias of pregnancy, the metal- 
lic poisons, acute syphilis or any of the others. Losee and Van 
Slyke,’^ in their study of ten eases of eclampsia arrive at the con- 
clusion that “toxemias of pregnancy can neither he attributed to 
failure of deaminization of the amino acids nor to the moderate degree 
of acidosis present.” They also state that they have been unable to 
determine the nature of the toxins in such eases. In their series the 
highest urea nitrogen figures approximated about 26 mg. and their 
lowest about 10 mg. Sherwin and Killian" attempt to differentiate 
betAveen normal pregnancy, chronic nephritis, nephritic toxemias and 
hepatic toxemias by the blood chemistry reporting in hepatic toxemia a 
high nonprotein nitrogen vdth low urea nitrogen and high uric acid val- 
ues. C. A. Herter^ reports his findings in six eases of eclampsia and 
states that he failed to find any increase in the percentage of the urea. 
In a subsequent paper,^ he concluded that in cases of eclampsia without 
chronic nephritis the percentage of urea in the blood Avas almost 
normal or slightly increased in amount. When chronic nephritis 
existed, the urea aa'rs apt to be high, and Aidien this AA-as the ease a 
fatal outcome aa'Rs to be expected. 

Parr and Williams® report a series of cases Avhich are dmded into 
tAA'o groups, A and B. The former consists of seven cases of normal 
pregnancy AAdiere the urea nitrogen figure ranged approximately be- 
tween 7 to 15 mg. per 100 c.c. The second group consisted of three 
eases AA’ith renal insufficiency where the urea nitrogen ranged some- 
what higher betAveen 11 to 30 mg. per 100 c.c. They also state that 
Hienst ucaa*^ accepts the aIcaa" that eclampsia and acute yelloAV atrophy 
are due to the same general causes, the chief of which is the failure of 
the metabolic functions of the livei’. EiA'ing and Wolfe,® noting the 
anatomical changes in the liver and the fact that leucin and tyrosin 
have been reported in eclamptic urines, suggested that the amino-acids 
AA-ere incompletely catabolized in the degenerated Ih'er and AA'ere the 
cause of the toxemia and abnormal nitrogen distribution. 

As a measure of the acidosis present in our ease Ave have deter- 
mined the percentage volume of CO, bound in the form of the bicar- 
bonate by the blood plasma.' This pointed definitely to a marked 

Jour. Med. Sc.. I'll 7. cliii, 94. 

*.\M. JotJns’Ai. Gy.sr.c. ani> Oust., ii. No. 1, Jiilv. 1921 . 

^Montreal Med. .lo’.ir., 1S9S, xxvit. 321. 

‘.lolms Hopkins ilospital Report. 1900, ix, 69. 

^■\m. Jour. Med. Sc., 1914. c.xlvii, 556. 

*.\ni. Jour. Olist., 1906. Iv, 251. 

■A.m Slyke, D. D.: Proc. Soc. Kxper. Biol, and Med.. .Ai'ril 21, 1913. 
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acidosis from tlie begiuning and was the earliest to show a definite 
improvement in onr ease. In this connection it must also be remem- 
bered that Hasselbach and Gammeltoft® state that even in normal preg- 
nancy a slight degree of acidosis is present as indicated by the carbon 
dioxide content of the alveolar air. 

Another important finding in onr ease which requires mention is 
the presence of leiicin and tyrosin in the urine. The finding of these 
constituents in the urine in a case with marked jaundice, vomiting 
and pain in the right hypochondriac region, have long been regarded 
as pathognomonic of acute yellow atrophy. The condition was first 
fully described by Frerichs. An interesting exception, however, has 
been reported by W. G. Smith® who found great quantities of leuein 
in the urine of a young woman who was apparently not at all ill. 
Rosenbloom^® found tyrosin ciystals in the urine of a healthy preg- 
nant woman and cites cases of tyrosinuria without heiiatic atrophy. 
Reiss^^ states that they are nearly constantlj’' present in acute yellow 
atrophy (in thirteen out of fourteen studied), tyrosin usually being 
the more abundant. The earliest conception of the source of the 
leuein and tyrosin found in the urine was that it came from the 
products of tryptic digestion absorbed from the intestinal tract, which 
the liver could not convert into urea because of its damaged con- 
dition, On the demonstration by Jacoby^® that these same bodies 
were present in the livers of phosphorus poisoned animals because of 
autolysis, it became probable that the leuein and tyrosin found in 
the urine were formed from the degenerated liver cells rather than 
in the intestines, which view has become generally accepted. It seems 
most probable, however, that the urinary amino-acids are derived 
partly and perhaps chiefly from the autolysis of the liver and partly 
from the amino-acids produced both in the intestines and within the 
body during tissue metabolism. The liver in its damaged condition 
is unable to transform these into urea, as it normally does, for sev- 
eral observers have reported that even relativety slight disturbances 
of hepatic function are accompanied by a considerable rise in the 
amino-acids in the urine. 

In concluding we wish to state that this case is one of extreme 
interest: (1) Because we were fortunate in being able to study the 
chemical changes in the blood and urine throughout the course of 
so marked a toxemia. (2) Because the case presented many of the 
clinical and laboratory findings of acute j-ellow atrophy, with re- 
covery. (3) To show the benefit of laboratory work as an aid to 
diagnosis and prognosis. 

170 West Piftv-xinth Street. 

®Biocbcm. Ztschr., 1915, Ixviii, 207. 

^Practitioner, 1903, Ixx, 155. 

York Med. Jour., Sept. 19, 1914. 

'^Beri. klin. Wchnschr., 1905, xUi, 54. 

^•Ztschr., physiol. Chem., 1900, kxx, 174.' 



FOCAL INFECTIONS AND THEIR CLINICAL RELATIONS TO 
METASTASES IN THE-FEI^LALE GENITALIA 

By A. Belcham Keyes, M.D., F.A.C.S., Chicago 

N O one can approaeli tliis subject without apprehension, yet in a 
day when, with everyone snfEeri'ng from rheumatism or lumbago, 
our first thought is, as to the possibility of focal infection origin, the 
question of a primary focal infection also leading to a secondary 
metastatic infection of the female genitalia (nonpuerperal or puer- 
peral) is certainly deseiwing of serious consideration. 

Until now, to speak of, or in any way suggest the possibility of, 
especially the puerperal genitalia infection except “by contact,” has 
been considered rank clinical sedition and a loop-hole for an excuse. 
The “almost” complete elimination of puerperal fever (in term la- 
bors) by a strict adherence to modem asepsis and antisepsis, partly 
confirms this opinion. Yet to consider all and every infection of the 
female genitalia in (a) the nonpregnant as well as (b) the pregnant 
and (c) the puerperal, to be so undeniably of local “contact origin” 
as to preclude all conservative and sane consideration of there being 
occasional cases that are of metastatic origin, is wrong. 

One is so often confronted with secondary floating metastatic spon- 
taneous infections in the epiphyseal ends of long, growing bones of 
childhood and youth and in the organs, glands and parietes after 
traumata in adults and indeed occasional descending infections in 
the nongravid female genitalia itself, that it is quite permissible to 
consider the occasional possibility of metastases to the “puerperal” 
endometric locus minoris rcsisteniiae. 

Before we discuss the unusual we should agree on the more usual 
types and sites of the female genital infections. The usual ascending 
female genitalia infections are : 

(1) Ascending (intact mucosa) contact infection: 

(a) Noeggerath’s (theory) catarrh from contact 
with the “latent” gonorrhea infected male. 

(b) Gonorrhea. 

(c) Gonorrhea-mixed (gonococcus and pus). 

The “healthy” acid vaginal mucus, except when neutralized by 
the alkalinity of the blood, e.g., menses, poljTpus, fibroid, etc., is gen- 
erally conceded to he too acid-antiseptic to allow ordinary pus micro- 
organisms alone to live for more than 6 to 24 hours in the vagina. 
In the presence, however, of the soil prepared by Neisser’s micro- 
organism, both pus and tuberculous microorganisms flourish. 
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(2) Ascending (■wound surface) contact infections : 

(a) Postoperative wound surface pus infections, 
e.g., after curettage. 

(b) Postabortion or post-term labor, wound sur- 
face pus infection! 

The so-called puerperal infections are (a) ordinary staphylococcus, 
streptococcus, etc., (b) occasionally Neisserian alone or (c) both. 

The longer our experience the more prone we become to feel the 
occult influence in even puerperal infections (especially after abor- 
tion) in which the history may throw no light of a previous gono- 
coccus or mixed infection. 

(d) In puerperal cases at term we have a wound surface which 
extends from the perineum to the whole endometrium via which in- 
fection can ascend by continuity from the lowest abrasion or tear, as 
well as by direct examination-contact. 

THE SITES OF THE USUAL ASCENDING GENITALIA INFECTIONS 

(1) The “intact mucosa” nongravid Neisserian infections are first 
endocervieitis (later secondary vaginitis), endometritis, catarrhal 
endosalpingitis, oophoritis, and peritonitis in turn by continuity. 

While gonorrhea probably results usually in a light catarrhal con- 
dition of the tubal mucosa, yet only 6 per cent of gonorrhea cases 
have true pus tubes, usually with a history of gonorrhea and pus, 
i.e., mixed infection ; most often folloAving an abortion or in the non- 
gravid spontaneously as the result of the careless injection, gonorrhea 
treatment of the male, by which the man becomes mixed infected; and 
mixed infects the woman. 

(2) The puerperal wound ascending, contact infections are various 
in distribution or combination of distributions, i.e., the terminology 
puerperal fever is an omnibus term including: 

(a) Simple saprophytic sapremia usually purely due to the reten- 
tion of secundines ; proved by prompt subsidence of fever on re- 
moval. 

(b) True continuity puerperal endometritis gradually invades su- 
perficially as above, excepting that probably usually only those tubes 
changed by a previous gonorrheal catarrh, became true pus tubes 
and lead to invasion of the ovarj'" and peritoneum. According to the 
writer’s experience women who have never had gonorrhea pass 
through the severest puerperal sepsis oftentimes and still hear many 
children, 

(c) Contiguity puerperal infection from the endocervix or endome- 
trium may develop deep via the lymph .spaces in the cervix or 
metrium and parametrium. 

The looser parametrium after abortion and especially after term 
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labor, is frequently invaded by infection ivitb. tlie formation of para- 
metric phlegmon. 

(d) Puerperal endothromboplilebitis (especially at the placental 
.site) Avith possible phlegmasia alba dolens, pulmonary embolism, sim- 
ple infarct, or even sudden death or lung abscess or empyema. In one 
woman Avith many decayed teeth, milli leg folloAA'ed spontaneous teim 
labor in Avhieh none but rectal examinations had been made by the 
Avriter. 

(e) True puerperal septicopyemia. 

(f ) An y combination of the above. 

DESCENDING FEMALE GENITALIA INFECTION 

Until Ave have more data on this subjeet Ave are forced to theorize 
as to modes of metastasis, yet our experiences Avith other infections 
make it very possible to imagine metastases as a cause of female 
genitalia infection. 

(a) Descending continuity nongravid female genitalia infections oc- 
casionally are met Avith, e.g., colon bacilli pus tubes. 

The infection in these eases probably gained access fir.st to the peri- 
toneal surface a co-existing or preAdous cholecystitis, enteritis, ap- 
pendicitis or colitis. 

The migration to the tubes and OA'aries or both is possibly Aua the 
so-called Menge’s peritoneal AvaA'c, normally supposed to guide the 
ovum to the tubes. 

In descending pus tubes as in the ascending the changes from a 
previous gonorrhea very probably renders the tube more liable to de- 
scending infection. 

The ovulations atrium also iiiAutes the lodgment of infection in the 
ovary undoubtedly to a certain degree. 

(b) Adhesions, e.g., betAveen appendix or intestines and any part 
of the genitalia arc common. The inflammations that incite adhesion 
formation may be primarily intestinal, or primarily salpingitic, or 
the primarily changed surface of a torsioned ovarian tumor, with sec- 
ondary infection from the intestine. 

(c) Descending continuity puerperal infection Avhen the whole of 
the endometrium is a Avound .surface (o locus miuons rcsisteniiae) de- 
serves according to the foregoing, consideration as a possibility e,specially 
A'ia the tubes if they have the before-mentioned increased “gonorrheal 
vulnerability” to invite descending infection. Dr. Richard Bartlett Ole- 
son and Dr. :McGrcw Avhen internes in Cook County Hospital, had a 
primipava unexpectedly fall in precipitate labor. No vaginal exami- 
nations Avero made so far as knoAvn. The patient had been in hospital 
over two months. A lethal puerperal peritonitis developed. The 
autopsy revealed a ruptured pus tube and the abdomen full of pus. 
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The uterus was still normal and free from implication, macro- 
scopicallj'. 

Masimillian Herzog (the pathologist) in a lethal case of puerperal 
infection in a young primipara, could find only colon bacilli in the 
cultuies from the uterus. There had been no vaginal examinations, 
the labor was precipitate. The obstetrician was a man of the best 
shill and highest integrity. 

(d) Descending puerperal infection to the paratissues. 

This paratissue is one loose connective tissue extending from the 
loose paranephrium posteriorly around the hidney down to the para- 
proctium and upwards and forwards as the parametrium and an- 
teiiorly as the paracystium and ca\T3m of Retzius to the preperitoneum. 

To speak of metastases from above downward via the paratissues is 
somewhat paradoxical as (a) metastases bj’’ the lymph and venous 
blood vessels in these tissues occur upwards; yet (b) by gravity and 
size, pus may '‘sink” downwards in this loose tissue and the infection 
often is erroneously attributed to the organ nearest the place of 
pointing. 

Any retroperitoneal infection from a retroperitoneal appendix or 
retroperitoneal intestines, (ascending colon or rectum) from colon 
bacilli or swallowed pus gaining access to the paratissues and becom- 
ing large in size (phlegmon) may easily travel (sink) downwards in 
the paratissues (especially if subacute or chronic) to the parametrium 
and be diagnosed as primary parametritis and during the puerperium 
be naturally considered of puerperal origin. 

•The writer has seen paratissue phlegmon foUow a hemorrhoid oper- 
ation and also the pointing on the anterior surface of the upper third 
of thigh of a primary paraappendiceal abscess in a patient aged 
forty-two. Gas generating colon bacilli are very prone to dissect 
widely. 

The literature no doubt contains many reports of supposedly para- 
metritic abscesses that were probably primai’ily paranephritic, para- 
appendiceal or paraproetial in origin. 

In passing it is also of interest to recall that the early idea of puer- 
peral parametritis was that it was a (sinking) Pott’s disease, and 
women were almost frightened out of childbearing, because of this 
supposedly common pregnancy-accompanying, vertebral, tuberculous 
danger in the preantiseptic days, till Duncan and Virchow gave the 
true puerperal etiology of primary puerperal parametritis from 
“contiguity puerperal infection” via the endoeervical lymphatics 
which pass directh' through the cervix or in term cases the tears 
of the cervix may open directly into these paraspaces. 

(e) Descending lymphatic and blood vessel metastatic infections to 
the puerperal genitalia are undoubtedly as possible as to any other 
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place of lessened resistance, even if clinically considered rare. Sur- 
geons of experience well know tkat as the glands are tlie filter for the 
lymphatics; so the lungs arc the filter for (both descending as well 
as ascending) venous infections. Arteries are not feared so mneh 
in these days of asepsis but we are in deadly fear of infection of 
veins, thrombosis and either pulmonary or transpulmonary embolism 
of distant organs. 

Primary lymphatic descent of “focal” infections can easily occur 
via the lymph glands to the subclavian veins, then through the right 
heart to the lungs and pulmonary infarct, etc., or through the lungs 
to the left heart and systemic infarct of any distant organ. The 
finer the lymphatic metastases are, the more prone theoretically are 
they to pass through the pulmonary filter. 

In the teeth as in the unyielding bone in osteomyelitis, the infection 
may, as it were, be forced into the veins, causing thrombosis, with the 
possibility of embolism. 

The lung symptoms from such emboli, e.g., lung infarct, or abscess, 
with pleurisy or empyema if during the puerperium may easily be 
erroneously considered as secondary to the pelvic condition and their 
“focal origin” be overlooked. 

Lastly, free bacteriemia with metastasis in the puerperal endometrium 
wound surface is a possible occurrence secondary to focal infections. 

That so large a puerperal wound surface under proper antiseptic 
precautions of delivery usually runs a normal course, is probably due 
to the greater resistance to infection by antibodies in the whole body 
generally and especially so in the puerperal (uterus) wounds and 
looser puerperal parametrium and adnexae after term labor. The 
uterine contractions at a healthy maximum, present an endometric 
surface that is relatively bloodless, superficially. 

This peculiar increased resistance of the physiologic wound surface 
of the term uterus is demonstrated by the often milder course and 
superficiality noted in some very virulent streptococcus endometric 
infections after term labor compared to like infections after abortion, 
which latter notwithstanding our improved technic still are a source 
of great anxiety even in the absence of criminal induction or contact 
examinations. 

That a local difference in resistance in different parts of the body • 
does occur, is also often evidenced clinically in other parts of the 
body by, e.g., an infection extending from the hand to the elbow for 
three months without invading any other portion of limbs or body 
that was completely healed in one week after the injection of vaccines. 

That certain normal tissues also differ in resistance to infection is 
evidenced by the very infrequency of metastatic abscess in adult bone 
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via the blood stream, both •when intact and also in cases of a point of 
lessened resistance, e.g., in simple fractures. 

The deduction is that the female genitalia, despite the fact of their 
apparently easy accessibility to focal infection metastases are but rarely 
implicated “descendingly,” either in the nonpregnant and but very 
rarely after term labor, when pus from suppurating teeth, tonsils, etc., 
Avould have the best chance to undergo metastases to the places of 
(theoretical) lesser resistance via the looser puerperal paratissues or 
by the peritoneal fallopian tube (Menge’s wave) route to the endo- 
metric ijuerperal wound surface or as floating bacteria by the blood 
route. Yet the possibility in rare instances must be admitted. The 
placing of all of the responsibility for puerperal sepsis at the door of 
the attending physician is undoubtedly as unjust as it would be to 
place none. Because a woman is pregnant or in labor or in the puer- 
perium, it does not necessarily exempt her from all the forms of meta- 
static sepsis to which flesh is heir. 

Lastly, in the occasional nonpregnant infected ease in which neither 
history nor proof of a previous ascending gonorrheal infection, nor 
the history of a recent abortion can be obtained, it ivould appear as 
though we occasionally had an atypic metastatic infection, e.g., ova- 
rian abscess from floating bacteria or descending infection by one of 
the routes mentioned above. 

The proof of puerperal infection of focal origin would be in finding 
the same hind of pus in, e.g., the teeth and the pelvic infection and 
then proving it to be positively a descending and positively not an 
ascending infection, Avhich latter could, however, easily occur by the con- 
tamination of the patient’s fingers from the mouth to the vagina. 

Despite the deductions which speak for the rarity of the foeal infec- 
tion causing puerperal infection, examination and if necessary, treat- 
ment of the head mucosa and bronchi should precede every operation, 
and also be done in early pregnancy, as should especially the teeth be 
cared for by a reputable, conservative dentist, as pus anywhere in 
the body of a loregnant Avoman is a menace to the kidneys eA^en if not 
generally from a puerperal Avound standpoint. 

1421 Peoples Gas Building. 



A NEW ]\rEASUEE]\IENT AS AN AID IN DIAGNOSIS OF 
RACHITIC AND GENERALLY CONTRACTED REL^HLS 

By Walter E. Welz, M.D., P.A.C.S., and Russell W. Alles, M.D., 

Detroit, Mich. 

I N THE prenatal clinic of the Detroit Department of Health the 
attendance is almost equally divided between whites and negroes, 
and every pelvis is measured, as a routine, both externally and in- 
ternally. 

While engaged in measuring these negro pelves, a marked discrep- 
ancy Avas noticed betAveen the external measurements and Avhat one 
Avould expect to find on internal examination. According to the 
standards set for external diameters in obstetrical textbooks, one 
Avould conclude that very many negro pelves Avere markedly con- 
tracted if measured only externally. On intenial examination and 
mensuration of these same pelves, hoAvever, one usually finds an unex- 
pectedly roomy canal. This fact has previously been observed by T. 
P. Riggs,^ Avho made it the subject of an original paper. 

With the purpose of determining the exact differences betAveen the 
negro and Avhite pelves, Ave began to measure every negro pelvis in 
every diameter Avhich could be accurately measured, and Avhich Ave 
considered of value. 

AVhilc preparing for the beginning of tliis Avork and compiling the 
available- measurements in the living, it Avas found that Breus and 
Kolisko- gave the height of the pelvis (Hohe der Seitenbeckenknochen) 
in their studies of pelves, and it occurred to us that AAdiile the studies 
of Breus and Kolisko referred particularly to dry peh-es, this meas- 
uremenl should be determined fairly accurately in the living although 
Ave have not been able to find any reference to it despite a fairly com- 
]n-ehcnsive search of the literature on the .subject. 

We determined to use this measurement and the ease Avith Avhich 
wo Avere able to calculate it has seemingly justified its use. Also, the 
information gained therehy seems to us to be of no little importance. 

The method of determining tliis measurement is A-cry simple, requir- 
ing only the use of an ordinary iielvimeter. The patient is placed on 
either side, preferably the right, in the exaggerated Sims position. The 
left leg is flexed about 120° Avith the body, and the patient instructed 
to relax all of the muscles of the log. The tubernm ischii is then 
easily palpable and the one point of the pelvimeter is placed firmly 
upon it. being held by the left hand of the operator. The fintrers of 
the right hand then seek the higho.st point of the crest of the ilium 
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wMcli furnislies the other point for the measurement. The tips of the 
pelvimeter are then depressed to bring them as closely as possible to 
the bonj'’ landmarks, and the reading taken. One centimeter is de- 
ducted from this reading to allow for the thickness of overlying tissue. 

Up to the present time we have measured 240 pelves, 200 of which 
we have determined to be normal. These cases have not been selected, 
but represent aU patients attending the clinic, who, as nearly as could 
be determined, were full-blooded negroes, and we have disregarded 
only such patients as were too obese to be very accurately measured. 

In the course of these measurements we have found that, in certain 
types of contracted pelves, this measurement is vefj’’ materiallj’- short- 
ened, in fact, to such a degree as to be almost diagnostic of contrac- 
tion. The average height of the pelvis in our 200 normal eases has 
been 20.89 cm., almost within 1 mm. of 21 cm. The lowest measure- 
ment which we have obtained in our normal eases, has been 19.5 cm., 
which was found in but three instances. 

We have met with 18 rachitic and seven generally contracted non- 
rachitic pelves, and in each of these groups the average pelvic height 
has been 19 cm. In the rachitic group, one pelvis measured 21 cm. in 
height. 


TYPE OF PELVIS 
Normal 
Eachitie 

Generally Contracted 


NO. EXAMINED 
200 
18 
7 


AVERAGE 

HEIGHT OP PELVIS 

20.89 cm, 

19 cm. 

19 cm. 


COMMENT 

In view of the numerous proofs which have been offered regarding 
the lack of dependability of the conjugata externa (of Baudeloque), 
and our own experience, we believe that the measurement of the pel- 
vic height is not only more easily determined but also is consistently 
of greater interpretative value than the measurement of the eonjugata 
externa (of Baudeloque). It requires no particular skill to be deter- 
mined exactly and, when it is found to be 20 cm. or below, a thorough 
internal examination of the pelvis is indicated. In view of the ease 
with which the measurement is taken and the apparent value in diag- 
nosing certain tjqies of pelvic contraction, we recommend it for the 
use of every one who practices obstetrics. 

In our series of 25 rachitic and generally contracted pelves, there 
were but two instances in which the pelvic height was above 19.5 cm. 
One of these is mentioned abov^e, and the other measured 20 cm. Out- 
let contractions and funnel pelves show no definite alteration in this 
diameter. 

We thoroughly realize that our series of cases is entirely inadequate 
to either prove or disprove any assertion but we are reporting our 
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findings in tlie hope that others who have a large material will 
take np the procedure here outlined in order to establish the value 
of this measurement in these types of contracted pelves. 
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MENSTRUATION— AN INQUIRY INTO ITS ETIOLOGY 
By Isidor Kross, M.D., New York, N. Y. 

(From the Ctynecological Department of the Mt. Sinai Hospital, Dr. Joseph 

Brettajier, Director.) 

W HILE ’much light has been east upon various problems in the 
physiology of the generative organs, the factors involved in 
menstruation still constitute an unfinished chapter. It is not my in- 
tention to enter into any lengthy or detailed review of this subject 
in this preliminary report, but simply to call attention to a few rel- 
evant facts. 

At the present time, FraenkelV theory, that the corpus luteum is 
the responsible factor in the causation of menstruation, is the one that 
is generallj’- accepted. This author claims to have proved that re- 
moval of the corpus luteum is followed by a postponing of the next 
menstrual period, and that only when a new corpus luteum has been 
formed, does menstruation appear. In discussing these claims, Hal- 
ban- states that (1) in four of the nine cases cited by Praenkel, it 
was a graafian follicle and not a corpus luteum that was removed, 
(2) in a fifth case no effect upon the menses was produced, in three 
others there was noted a bloody flow several days after the opera- 
tion and in the last a similar condition was noted fourteen days after 
operation. These experiments certainly do not allow definite and 
clear cut conclusions to be drawn from them. 

Halban (loc. cit.), who is the strongest opponent of the corpus lu- 
leum theory, studied forty cases in which the corpus luteum had been 
excised in toto and found that a normal menstrual flow appeared 
two to four days after operation in thirty-seven (92% per cent) of 
these cases. Of the other three instances, one concerned a patient 
forty-nine years old who was already irregular in her menses prior 
to the operation and who had had no menses when last seen several 
months later. She presumably had reached the climacteric. The 
other two patients had microcystic degeneration of the ovaries and 
menstruation did not appear until eight weeks later. 

In the thirty-seven cases, however, there is a clear-cut and definite 
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clinical picture. Eeinoval of the corpus hit cum Avas ahvays folloAvecl in 
from tAA'o to four days by a normal menstrnal period with subsequent 
menstrual periods at the usual intervals. This phenomenon occurred 
regularly irrespective of the period of time that had elapsed since the 
last menstrual bleeding. The picture presented in these experiments 
is a clear-cut and definite one shoAving the relationship betAveen cause 
and effect. 

Against the theory that it is the corpus IntCAim that is responsible 
for menstruation, I AAUsh to cite briefly tAvo A'ery instructive cases that 
have recently been studied in the Gynecological Department of the 
IMount Sinai Hospital. The first one has been recently included in a 
publication by S. H. Geist® in elaboration of his theory on the rela- 
.tionship of microeystie disease of the OA'ary to functional uterine 
bleeding. 

Mrs. N. B., No. 21.^S3S, twenty-cislit years old, admitted Oct. 1, 1021. Her 
family and past histoiy Lave no bearing upon lior present illness. ^lenstruation be- 
gan at 12 years and was inegular with uitcrvals of tive to eight weeks. The periods 
lasted from five to twelve days and wel-c very profuse. During eleven years of mar- 
ried life she had given birth to five children, the last one two years before admis- 
sion. to the hospital. One and a half years ago, following a period of amcnonliea 
of six months, the patient began to bleed. After two montlis of contbiuous blood- 
ing, she Avas curetted. There follorved a period of amcnoi-rhon of seven months, 
succeeded by continuous bleeding lasting three months. Tliis Avas folloAved by a 
period of amenorrhea of five months and menorrhagia four inontLs. She Avas then 
admitted to the hospital. 

Physical examination, except for. a moderate cysto-roctoc.ele and a slightly lacer- 
ated eerA'ix, Avas negative, A hysterectomy and bilateral salpingo-ooiihorectomy were 
performed. The uterus Avas normal in size and the endometrimn hyperplastic and 
edematous. The oA'aries aa-oio enlarged to tA-.-ico their normal size, and had a thickened 
tunica albuginea. Sections shoAved the entire circumference of the OA-aries to be 
studded AA-ith small cysts tAVo to five millinietors in diameter. Histologic examination 
of the uterine mucosa shoAved the hyperplasia that is usually found in functional 
bleeding of endocrine origin as described by S. H. Geist.-* The stroma was edematous 
and its cells sAvollcn. The glands Averc tortuous, elongated, and cystic. The OA-arie.s 
showed thickened tunica albuginea and numerous cystic atrcsic follicles none of 
Avhich contained ova. The stroma proper Avas condensed and fibrotic. The medul- 
lary portion contained several embryonal rests. Careful examination failed to re- 
A-eal any corpora lutea. 

The second patient, E. E., Avas admitted April 24, 1922. Her family and past 
liistoi'y wei-e negative. Menstiviation began at thirteen years, appeared regularly 
cvei-j- four weeks, lasted from five to six days, and was very profuse. During the 
past tAvo years, her menses have appeared evci-A* tAvo to three Avecks and the floAV 
has become much more pA’Ofuse. Physical examination rcA'oaled a uterus that Avas 
slightlj- enlarged and a left cystic oA-ary about the size of a plum. On Api-il 2S, 
1922, a left salpingo-oophorectomy and a partial resection of the other ovary were 
performed. The pathologieo-anatomical findings in the ovaries in this case AA'ere 
similar to those of the first patient. Here too, no corpora lutea could be found. 

E. H. Oebsner^ sboAved that, not only does a persistent corpus lu- 
teum inhibit OA-ulation, but that it ev^en inhibits menstruation, and 
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lliat tJie removal or destruction of the persistent corpus luleum re- 
moves the inhibition and allows menstruation to occur* During the 
past year, I have had under observation three patients whose clinical 
history very strikingly presents this same phenomenon. In these pa- 
tients there have occurred repeatedly delays in menstruation, accom- 
panied by nausea, vomiting, and a feeling of heaviness in the pelvis. 
Pelvic examination showed enlargement and softening of the uterus, 
thus simulating very closely an early pregnancy. In one of those 
cases, a distinct enlargement of the ovary could he made out. This 
enlargement always disappeared after the onset of the menstrual flow. 

It is now generally acknowledged that pregnancy cannot occur 
without the jiresence of a corjuis hit cum, and it is also known that 
pregnancy can occur before the onset of the first menstrual period and 
during a period of amenorrhea, i.e., during lactation. In both of 
these instanee.s, ovulation and corpus lutcum formation have occurred 
Avhile menstruation has not. This is especially to be considered in 
view of the two eases cited above, in which there was profuse bleed- 
ing in the absence of corpora lutea, 

I believe that one is justified in stating that clinical and experimen- 
tal evidence is directly opposed to the theory that the corpus luteum 
is the eau.sative factor in menstruation, and that it points clearly and 
definitely to the mature graafian follicle as the responsible factor in 
this process. 
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'Mackenzie' has recently reported a series of cases quite similar to those of Ochsner. 



THE IDENTIFICATION OP BABIES IN MATERNITIES 

By Jos. B. De Lee, M.D., Chicago, III. 

M aternity hospitals, and maternity wards in general hospitals, are increas- 
ing in numbers and in size, and it will not be long before the majority of 
children will be born in institutions. While this is very desirable from many 
points of view, there are several drawbacks. Some of these objections may be 
removed by proper care. One of these is the danger of mixing the babies. The 
writer, therefore, would issue a word of warning in the matter of identification 
of the newborn infant. 

From experience in many hospitals both in and out of Chicago, the conclusion 
is inevitable that the usual methods employed are not adequate. The writer is 
personally acquainted with several instances where only the greatest efforts of the 
whole hospital personnel, aided by fortuitous circumstances, enabled exact identi- 
fication of the infant to be made. 

Only those who have lived through the experience of mixing the babies, can 
realize the calamity such an accident produces. In all human experience, doubt 
is the easiest feeling to arouse and the hardest to allay. Even after the doctors, 
the nurses and all impartial observers have been convinced that the parents are 
really taking home their own child, and the excitement in the hospital has sub- 
sided, the family will always harbor a faint spectral doubt which will come to 
expression in after years if the child should not show a resemblance to either parent 
or should exhibit traits which are not harmo.nious with the desires of the family. 

In a small maternity service the chances of mixing the babies are few, but 
none-the-less real. In a large service they are very many and very real. 

Mixing of the babies can occur immediately after birth (most common) and at 
any time within the first week of life — or until the mother learns to recognize 
her own infant. The identification, therefore, must be perfect at birth, the marks 
must be accessible during the child's stay in the hospital and there must be means 
of proving the identity for a reasonable time after the baby goes home, should 
a late doubt arise. 

The following methods of labelling the babies are in vogue : 

1. Adhesive plaster fastened to various parts of the infant's person, bearing its 
name. 

2. A tape attached to the child's wrist bearing a number which corresponds to 
a number on a similar tape around the mother's wrist. 

3. A metal cheek with either' a number or the name of the infant scratched upon 
it and tied or sewed around the neck or the wrist. 

4. A beaded necklace with lettered beads spelling the child's name. 

5. A silver bracelet with the child's name engraved on it. 

6 The child's footprints (and sometimes thumbprints) recorded on the history 
sheet and on a slip supplied the parents. 

The writer has tried two other methods; 

1. Tying a slip of sterilized paper on the navel when the cord is severed, tlie 
paper having the child's name on it. 

2. "Writing the name on the child's chest with indelible pencil. 

Among other methods are, attaching the identification tag to the child’s dress or 
its crib, the use of a locket with chain around the neck. 

Not one of these procedures, used alone, is without the possibility of error. 


2SS 
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Not one of tliem is sufScient protection against human error, or ignorance, or in- 
competency, or thoughtlessness, not to mention downright carelessness. Accident 
also plays a part in the confusion, and must be recltoned with. It is amazing what 
combinations of circumstances can arise which may render the technic of identi- 
fication of the children default. 

Actual experience has convinced me that at least three different and inter- 
locking safeguards are necessary. 

The method employed at the Chicago Lying-iu Hospital is the outgrowth of tliis 
experience and the writer holds that, no matter how fast the babies come, and in 
whatever numbers, no matter how excited and rushed the interns and nurses get, 
no matter how often the babies are transposed in the nurseries, or on different floors, 
each mother goes home with her own flesh and blood in her arms. 

THE CHICAGO HYINC-IN HOSPITAL JIETHOD 

In the first place the matter of identification of the babies is made one of 
supreme interest, and the doctors and nurses are constantly reminded of it and 
impressed with its importance. The technic of the method is interwoven with the 
aseptic technic of the birthroom so that should a doubtful identity have to be 
traced back, the same course is traveled as in tracing an error of asepsis or a lost 
sponge, and each individual who liad anything to do with the case, can be ques- 
tioned. Further, by means of cross references, the steps of the identification process 
can be correlated and an error at once discovered. 

1. Each “Labor Drum”, (containing the towels, sheets, sponges, umbilical tape, 
etc.) is given a number, stamped on an aluminum tag. In each drum with the 
umbilical tie, are two pieces of tape, each with the same number written with 
ink, one intended for the baby’s wrist, its duplicate for the mother’s wrist. The 
aluminum tags are numbered 1 to 400. There are no duplicates. They are used in 
succession and by the time the series is begun again the babies of the first numbers 
have long since left the hospital. 

S. Attached to the crib, waiting for the reception of the newborn babe, is a 
piece of adhesive stamped to receive the name of the baby, number, sex, date of 
birth, and the doctor’s name. 

S. In each Birthroom is a footprint taking outfit. 

When the Labor Drum is opened for the delivery, its number is entered in the 
Time Book, together with the name of the nurse who assists at the delivery, and 
who is responsible for the identification of the baby, for the asepsis, and for the 
sponge count. The patient’s, the doctor’s, the intern’s, names are recorded in this 
book, also chronologic items of the labor, etc. 

As soon as the cliild is bom, 'before the cord is cut, the tape bearmg the drum 
number is tied around the infant’s wrist, and the duplicate handed to another nurse 
or the anesthetist who immediately ties it around the mother’s wrist, and at the 
time, each one mahing the tying, announces, in a loud voice, the number. The 
doctor repeats this number, if they correspond, and the nurse who keeps the “Time 
Book” compares it with the drum number previously entered upon her record of 
the events of the labor. This is the keystone of our arch of protection and the 
greatest emphasis is placed upon it. 

After the child has been laid in its crib, another nurse wipes its back clean, and 
carefully affixes the aforementioned adhesive plaster on which have been written 
the child’s name, the date of delivery, etc, and the wrist number is carefully verified. 
Only after these two functions have been completed may the infant be removed 
to be weighed. The wrist number tape is now sewed on the wrist snugly and 
securely. 
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Next, the cliikl’s footprints are taken. Two impressions arc made of each foot, 
— one upon the mother's historj' sheet, where it is a permanent record, and one 
upon a slip of pink paper. The nurse verifies the name on the history sheet as 
that of the mother of the child, also the wist number and enters them upon the 
pink slip. The latter is given to the mother for control. She usually preserves 
it by framing, or puts it in the “Baby Book." This sheet contains the name 
of the baby, that of the doctor, the date, sex, weight, and the wrist number. For a 
time we also made a record of the thumbprints of the mother, but found this super- 
fluous and time-consuming, and gave it up. There are, however, advantages in the 
practice, and we will resume it when the shortage of nurses is relieved. 

After the child is sent to the nursery, its crib card is filled out. A baby ap- 

pearing in the nurser}' without all its identification marks in good order, is re- 
turned at once to the birthroom. The crib card lias the child's name, the doctor's 
name, the room number, the date of birth, and the wrist numVer. This card keeps 
the baby's individuality in the nursery. 

When the mother and cliild leave the hospital, the wrist tapes are compared 
with the number on the adhesive plaster, then removed and presented to her, but 

the adliesive plaster is not removed. This the mother is instructed to take off 

after she arrives at home and not before. 

A child may not be discharged unless all its identification marks are proved to 
be in perfect order. Should any doubt arise, — a very rare occurrence, the baby's 
footprints are taken and then everything is cheeked back to the drum number. 
Every vestige of doubt is thus easily dissipated. 

This S3'stem has been in vogue in the Chicago Lying-in Hospital for the last 
nine years. It is, indeed, somewhat cumbersome, but experience under actual and, 
to the uninstructed, inconceivable, conditions has proved that it is accident-proof, 
ignorance-proof, and carelessness-proof. It is of great comfort to the Hospital 
administration and gives abiding confidence and perfect satisfaction to the parents 
of the child. 

426 East Piftt-fiest Street. 
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TRANSACTIONS OF THE AilERlCAN ASSOCIATION OF 
OBSTETRICIANS, GYNT2COLOGISTS AND 
ABDOillNiVL SURGEONS 

THIRTY-FIFTH ANNUAL MEETING 
ALBANY, NEW TONE, SEPTEMBEB 19-21, 1922. 

(Conliniwd from February i.wiic.) 

Dr. Paul, T. H.vrper, Albany, N. Y., presejited a paper entitled Clin- 
ical Aspects of Blood-Loss in Labor, (For original article see page 
233 .) 

DISCUSSION 

DR. GEANDISON D. ROYSTON, St. Louis, Missouri.— I think the remarks of 
Dr. Haipcr are well taken in regard to conserving the patient’s energy during 
labor. We too, attempt to conserve the strength of our patients during labor. 
Since Dr. Polak's paper on the management of the tliird stage of labor appeared 
in 1915, I have insi.sted upon every class memorizing that paper as near as they 
could, telling the students that it would bo one of the final c.vamination questions. 
Dr. Polak has said that spontaneous detachment of the placenta is one of the most 
important factors in preventing po.stpartum hemorrhage. Since following his method 
of placental stage management, I have seen but one hemorrhage that caused trouble. 
Tliis patient was a gravida II, a rather anemic individual, who was delivered within 
ton minutes after reaching the hospital. There was no bleeding from the time of the 
delivery until the placenta was spontaneously ejcpressed, ten minutes after delivery. 
That goes hand in hand with previous observations, and, I have never seen a woman 
have an alarming postpartum hemorrhage who had nbt had a short third stage. 

DR. JOHN OSBORN POLAK, Brooklyn, Neiv York.— Dr. Harper has brought 
out the point that postpartum hemorrhage, particularly when occurring at the placen- 
tal site, depends wholl 3 ' on the retractilitj- of the -uterus. The actual blood lost 
in a thousand cases, from the moment the baby was delivered until the uterus had 
retracted and contracted and all bleeding had ceased and the uterus ivas firm, was 
less than 250 c.c.; somci of them had as little as 30 e.c., some as little as 100 c.e. 
We had three cases in which the blood loss exceeded 600 c.c. All these oases were 
treated on the same plan that Dr. Boj'ston has spoken of, and that is leaving the 
uterus to take care of itself, allowing phj’siologic separation and expulsion. Im- 
mediately upon expulsion of the placenta the patient receives an ampule of putuitrin. 
One of the important points is that the uterus shall not become tired before de- 
liver}'. Why should we carry the second stage over three and four hours when the 
woman is not doing anything but using up her strength and lowering that muscular 
tone which cannot be regenerated? 

Another thing that comes out prominently in these cases of blood loss is that the 
uterus will contract and retract if for a moment the blood supply of the uterus is 
shut off; in other words, a bleeding uterus or relaxed uterus is constantly losing 
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strength by every drop of blood that is lost, and if r\-e can shut that off by com- 
pression of the abdominal aorta, the blood supply to the uterus, it is amazing to 
see how quickly a tired uterus will come together and retract. In the third stage, 
the uterus goes through the physiologic acts of separation, expulsion and retraction, 
just as it has affected dilatation of the cen’ix, and conservation of the muscular 
tone during labor, assures retraction when the uterus is empty. 

DR. EDWARD SPEEDED, LotjisviijLE, Kentdckt. — am glad to hear the re- 
sults of Polak’s investigations in regard to the amount of blood lost after the 
birth of the baby, because a few years ago, Williams, of Baltimore, published in- 
vestigations made at the Johns Hopkins Hospital in which he found that it was 
common for a woman to lose 500 c.c. of blood after the birth of the child. Quite a 
number of women lost 1000 c.c., and some as much as 1500 c.c. without giving 
symptoms of postpartum hemorrhage. Polak’s figures are one-half the figures 
given by Williams as the lowest, and they are important for the reason that they 
give us some clue as to what can be called normal blood loss in a woman. It would 
be unreasonable to suppose that a woman could lose from one to three pints of blood 
in a normal labor without showing considerable distress. 

Another point in Nature’s method of checking hemorrhage was not mentioned 
by the essayist, that namel^y, the blood vessels of the placenta are elastic, and when in 
consequence of the contraction of the uterus the sinuses are torn through they re- 
tract into the muscle bundle, and the muscles being arranged in the form of a figure 
of eight, contract down upon them and ligate them in that way. 

I think a very important thing in the prevention of postpartum hemorrhage is 
to stop instructing our trained nurses, as soon as a baby is delivered to put 
their hands on the uterus and manipulate it. That is followed in our city to a 
great extent, and 1 believe the trained nurses hereafter should be taught to let the 
uterus entirely alone after the birth of the child and leave it to the physician to 
watch for any sudden dilatation and hemorrhage from relaxation. 


Dr. B. R. McClellan, Xenia, Ohio, presented a paper on Retrodis- 
placements of the Uterus and Pregnancy. (For original article see ■ 
page 242.) 

DISCUSSION 

DR. HERMAN E. HAYD, Buffalo, New York. — The subject which the doctor 
has presented this morning is as fecund as it was fifteen years ago when I wrote a 
number of papers on retroversion of the uterus and wiiicli led, as you may re- 
member, to a very active and acrimonious discussion as to the methods which were 
to be employed in their treatment. 

The abstract of the doctor’s paper as given in the program reads, “are displace- 
ments of the uterus responsible for sterility?” Yes, but there must be some other 
elements than the mere mechanical diflSculties and they certainly come later from 
obstruction to drainage. Therefore, we must realize that every displaced uterus 
may sooner or later be associated with a catarrhal endometritis or a catarrhal sal- 
pingitis which will, of course, increase the acidity of the vaginal secretions and 
necessarily interfere with fecundation. I am satisfied that there does exist a class 
of retrodisplaced uteri that do not produce symptoms, although I am equally satis- 
fied that sooner or later many of these uteri will produce symptoms, and when they 
do so, they should be operated upon, as I think a pessary is only useful in recently 
retroverted or retroflexed uteri. A uterus that has recently fallen after a mis- 
carriage or after labor should be treated with a pessary, and if the woman wears 
the pessary for, a few months and it is found, when it is taken out, that the 
uterus has fallen back, we should consider the case a surgical one and operate. 
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The doctor has spoken of and seems to endorse strongly the Gilliam operation. 

I am going to make a plea for the Alexander operation in uncomplicated cases of 
retroversion of the uter-us; I mean cases whero there is no recognizable tubal or 
ovarian trouble and the utenis is movable and yet 'producing symptoms. I have 
done a good many Alexander operations and I have succeeded in having women 
bear one, two and three children after this operation; they are grandmothers now 
and their daughters I have operated upon for retroversion. I have scon in one 
family three women upon whom I have done the Alexander operation, wherein the 
uterus stood the test of pregnancy, where it remained in position, and where the 
women were relieved of their symptoms and of all possible late intraperitoneal com- 
plications which were the result of operations, which open the adbominal cavity. 
However, when we have a different class of cases to deal with, where the tubes 
and the ovaries are involved, then we must employ an abdominal method as these 
are not rmcomplioated cases of retrodisplaced uteri. Perhaps, once in a wliile, we 
may make a mistake in diagnosis in a case where some slight adhesion may exist, 
or probably a tube may be tliickened and closed, but after all, these mistakes should 
be rare. Unfortunately it is claimed that all symptoms producing retrodisplace- 
ments necessarily have tubal and ovarian pathology or there is present chronic ap- 
pendicitis or some other intraabdominal trouble, so the abdominal operation is 
done, not alone for the retroposition, but to explore the abdomen. It is so much 
easier to do tliis, than it is to do an Alexander operation. I have done many 
GiUiam operations; I have done quite a number of Webster-Baldy operations, and 
I have made up my mind after twenty-five years of experience, and you will not 
■ change the result of that experience by your discussions today, and I shall con- 
tinue to do the simple looping, reduplication of the round ligaments operation such 
as Mann described years ago, as it holds the uterus up and causes fewer adhesions 
and subsequent complications. I do not care particularly what operation you do 
on the round ligament as long as you reduplicate it sufSciently and sew it together 
with linen, being careful not to take too much of the ligaments or tic the sutures 
too tight, so that the ligament atrophies and shrivels up. If there is a heavy 
uterus, tuck it up to the abdominal wall with a fine catgut, to hold it in place 
for a few days, and sometimes, if the uterus be large and heavy and the broad 
ligaments sag, then you can shorten the uterosacral ligaments by putting a couple 
of stitches through them. I think with this simple technic you can place the 
uterus permanently where it belongs and you leave the ligaments in position to 
pull the uterus in the direction which nature originally intended. If the ovary has 
fallen into the culdesac, shorten its ligament with a couple of fine linen sutures and 
thus hold it in place. 

DR. RUFUS B. HALL, Cincinnati, Ohio. — I should like to endorse the ex- 
cellent paper that has been presented, as well as the remarks of the last speaker. 
When we come to consider the question of sterility in women, the essayist only 
considered one-half of the problem. When a woman comes to you and says that she 
is sterile, that she has been married five or six years, and wants to have a baby, a 
very important and interesting problem presents itself to you. You examine the 
woman and are not quite certain that there is pathology enough present to justify 
the sterility. Examination maj’^ simply show a retroverted uterus which may be the 
cause of her sterility. 

I want to present the other side of the picture. A case came under my observa- 
tion a few days ago. The husband was thirty-eight years of age, had been mar- 
ried seven years, but they had had no children. The wife was examined by six 
different men. She had had three curettements and was promised that she would 
be well. She had worn a pessary wliieh seemingly corrected the retroversion, but 
still she did not become pregnant. After obtaining this histoiy I said, “Very well, 
madam, go into the adjoining room,” and after she went into the room I turned to 
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the husband and said, “When did j’ou have gononliea?” He replied, “I have not 
liad that .since I was married; I had it before.” I sent liini to a specialist who 
found that he was absolutely sterile. I did not do anything for his wife. 

DR. WILLIA^I PFEIFFER, BROOKiiYN, Neiv York. — The remarks made by the 
last speaker concern one of the points I want to bring out. Wo feel that iro opera- 
tion should be undertaken until two things have been done. Wo should not operate 
on the female genitalia for sterilitj' until the male partner is first examined. And 
the second point is, are the tubes patent? 

DR. HUGO O. PANTZER, Indiaxapous, Indiana. — ^A patient confined in the 
last week came to me after having been married six j'oars. I found she had a 
I'etro- and right lateral letroflexion of the uterus. ' I found associated with that 
ileocecal torsion and a veiy much shortened ilootendinous band coming down from 
the ileocecal junction to the ovarj*. I cut tlie ileotendinous band, lengthened it and 
she subsequently had a baby. 

DR. JOHN OSBORN POLAK, Brooklyn, Neiv York. — There is one point I 
want to bring out in regard to the doctor’s paper, most of which we all endorse, and 
that is, there is a very great difference in the action of spermatozoa that you 
examine under the microscope and those examined in situ. For the last 
five years we have been examining these cases after intercourse to determine the 
condition of the spermatozoa. Many of those retroversions that were formerly 
operated on have suiprised us. Manj' of those antefloxions on which wo have done 
operations on the cervix have surprised us by our finding living straight tail sperma- 
tozoa well within tlio cervical canal; consequently, it seems to me, that in any discus- 
sion of this sort, not only the anatomical factors on the part of tlie woman but the 
potency of the man as the doctor brought out should be investigated, paiticulariy 
the potency of that man with that particular woman. 

Another interesting thing is that there is something more important in the man 
than even the production of spermatozoa, because women in whom we have demon- 
strated patent tubes and the presence of spermatozoa inside the cervical canal, and 
who at operation had apparently healthy ovaries, have not conceived, and yet those 
same men have married other women and pregnancy has followed. Consequently 
there must be something in the claim made by genitourinary surgeons, that the stimu- 
lation of the se.xual act and the consistency of the semen have something to do 
with the question of sterility. I do not believe we should go on record — and wo 
have all seen certain cases of retroversion of the uterus after correction become 
pregnant — that that operation or any operation of itself has produced this or that 
particular pregnancy. There may be something in the stimulation at the time of 
copulation that does not occur at another time. 

DR. EDWARD SPEIDEL, Louisville, Kentucky. — There is another feature 
to consider in connection with these cases, and that is, with a uterus in the normal 
position we have healthy arterial circulation, whereas in retroversion we have a pas- 
sive venous congestion which interferes with normal function. 


Dr. James A. Harrar, New York, N. Y., presented a paper entitled 
Functional Dystocia in Normal Pelves; Recognition and Manage- 
ment. (For original article see page 246.) 

DISCUSSION 

DR. JAMES K. QUIGLEY, Eociiester, New Y"ork. — Our interns and nurses 
examine the fetal heart every thirty minutes, and oftener than that in the second 
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stage. I do not agree with tlie essayist regarding tlic question oi! rectal examina- 
tions. I will admit it is more difficult to teach the making of a rectal examination. 
The average intern will get very little in the first month from making a rectal ex- 
amination but in handling a private case I think it is quite satisfactory. 1 believe 
incomplete dilatation of the cervix with the application of forceps is responsible for 
marry dead babies. The statement that cpisiotomy is followed by a higher morbid- 
ity than spontaneous tears is a surprise. It certainly docs not sound logical to me 
that a clean-cut wound will give more temperature tharr a laccratioir which is spon- 
taneous. Irr the occipitopostcrior cases I agr'ee with Dr. Harrar that they arc the 
hetr noire of obstetrics. I use mairual rotation, arrd forceps rotation very seldom. 
I think manual rotation followed by extraction will work out better itt the majority 
of cases. 

DK. ARTHUR H. BILL, C[.nvEr>.\N'i), Ohio. — There arc two points in Dr. Ilar- 
rar’s paper upon which I would like to comment. The first Dr. Quigley took up 
namely, the question of rectal examination. I heartily agree with what has been said 
' that in teaching students we should give them the experience of making vaginal ex- 
aminations, but in my own private practice I find vaginal examinations during 
labor almost wholly unnecessary. It seems vo me, one can detect practically every- 
thing he wants to know about his patients during labor by rectal examination. I 
have pursued the policy of practically eliminating the use of vaginal examinations 
during the course of labor and I do not make a vaginal exanunation during labor in 
one per cent of my patients. 

The other point is with regard to the posterior position. To be sure, a large per- 
centage of posterior positions will rotate spontaneously as Dr. Harrar has said. 
Sometimes these heads nail rotate in a few minutes; sometimes they will rotate in a 
few hours or many hours, but it seems to me wholly unnecessary to allow a patient 
to go on in labor with its bad effects upon the child in the hope that the head will 
rotate spontaneously, when the physician can in a very few minutes convei’t that ab- 
normal position into a perfectly normal position and save the patient all this extra 
work with its accompanying dangers. 

In regard to the Scanzoni procedure, there is nothing dangerous about it; there 
should be no laceration connected with it and no damage done to the child ’s head. 
Tlie trouble with the tj'pical Scanzoni j)roccdure as it is described in, the literature 
is that it is described as a combination of rotation and traction; in other woid.s, 
a spiral movement is made, as the head is drawn down, and that tears the vaginal 
wall and makes unnecessary pressure on the head. The ideal way to perform a 
modified Scanzoni rotation is to rotate the head in the station in which it lies, with 
absolutely no traction, just as you would do if you inserted the hand. A great ad- 
vantage in using forceps in this rotation instead of the hand is that you do not 
displace the head so much as when the hand is inserted. If the technic is perfect, 
there should bo no reason for laceration or any in jury to the child during rotation. 
Laceration occurring during delivery after the head is rotated will also occur if there 
is a primary anterior presentation. I have followed the modified Scanzoni procedure 
ever since I have been in practice, and have performed it in hundreds of wises. I 
have yet to fail to rotate the head by forceps. It is seldom that great force is 
necessary if no traction is made with the rotation. 

DR. EDAVARD SPEIDEL, Louisville, Kentucky. — I would like to endorse 
what Dr. Bill has said in regard to converting a persistent occiput posterior, by a 
Scanzoni operation, suggesting however using the axis traction forceps in the per- 
formance of the operation. 

I did not hear the essajdst refer to the conduct of breech presentations in the 
Lying-In Hospital. I should like to say that we have simplified that so much that 
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I "will repeat again a statement made last year as to a simple and effective way of 
delivering breecli presentations. "Wlien full dilatation and rupture of tlie bag of 
waters have been obtained, then under surgical anesthesia iron out the perineum, 
bring down the legs, and slowly and deliberately, tahing plenty of time, deliver the 
anterior and posterior arm and the head. This will do away with the danger of 
breech presentations and mahe it possible for the operator to work without any 
hindrance on part of the patient. I consider that a great improvement over the old 
method of breech deliver 3 ^ 

DE. MAGNUS A. TATE, Cincinnati, Ohio. — J. was much interested in Dr. 
Harrar’s paper for a number of reasons. One the mortality report, namely, one 
death in 1800 women. That is a remarkable record to have, from an out-of-door ob- 
stetric! clinic. I do not know of such a record anywhere else. 

I was particularly interested in the strong emphasis he placed npon using the 
stethoscope so repeatedly for keeping tab on the condition of the child’s heart. If 
we have a child’s heart that is beating regularly we do not have to be in a hurry 
to deliver, but if the heart is becoming feeble or rapid, then action is called for. 

I was pleased to hear his remarks with reference to manual rotation. I have 
practically given up the Scanzoni procedure, and rarely rotate the head with for- 
ceps, as I feeel I can do better work manually. 

DE. PAUL T. HAEPEE, Ajubant, New Youk. — I want to say a word or two 
regarding the value of vaginal examination in the class of cases under discussion. 
I am willing to admit the desirability of making infrequent vaginal examinations, 
for there is nothing in connection with a vaginal examination that cannot be made 
out just as well or better in some respects by a rectal examination. However, the 
vaginal examination serves a purpose that cannot be accomplished in any other way. 
In fact, the necessity for artificial rupture of membranes is a definite indication for 
making a vaginal examination. 

Eectal examination serves a great and useful purpose, in that it will help to 
eradicate puerperal infection, but the fact must not be lost sight of that in the ab- 
sence of spontaneous rupture of the membranes w-e have a definite indication for 
vaginal examination. If we impress upon our students too strongly the desirability 
of making rectal examinations exclusively, we are going to lose sight of the fact 
that there is a definite indication for carrying out vaginal exploration. 

DE. BUELEY LANKEOED, Nokfohk, Virginia. — ^In this day of universal 
version and prophylactic forceps, it is hardly necessary to say that a paper of this 
sort is valuable. 

I was glad to hear him use the expression active patience rather than inactive 
patience. I was also glad to hear him say that we can use a vaginal examination 
when we think it is necessary. There is no question, as Dr. Bill has pointed out, 
that if you ate familiar with the pelvis before the onset of labor you can use 
rectal examinations all the way through, and there are few such cases in which it 
is necessary to make a vaginal examination, but you cannot teach students proper 
obstetrics unless you let them make vaginal examinations. 

DE. HAEEAE (closing) . — I knew I would arouse some criticism regarding vaginal 
versus rectal examinations. There is a great bug-a-boo about vaginal examinations. 
A man who is surgically trained should be able to introduce his fingers into the 
vagina as safely as into the peritoneal cavity. Our results and our morbidity with 
vaginal examinations are satisfactory to us. Many of our cases are first seen by 
ns in consultation and cases are admitted as emergencies or handled by students 
and interns, who have not had the opportunity of the antepartum examination. 
We think it is necessary for them to make one vaginal examination to detenmnc 
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exactly wliat is going on, but "we limit vaginal examinations to tlie fewest number 
possible. 

As to manual rotation versus tbe Scannoni procedure. Dr. Bill has done a 
great many that we would not tliink necessary. In over 8000 recognized posterior 
occiputs occuriang in 41,000 labors, wo only had 443 that re(^uircd interference. 
Not all of them were forceps cases. If a posterior occiput case is progressing in 
good flexion, I see no reason for interference, provided the woman does not get 
tired. If there is increasing extension, or advance ceases, interference is necessary, 
but it does not happen very often. 


De. Magnus A. Tate, Cincinnati, Ohio, presented a paper on Pituitrin 
in tlie Second Stage of Labor. (For original article see page 252.) 

DISCUSSION 

DR. EDWARD SPEIDEL, LouisviLnE, Kentucky. — From being an earnest ad- 
vocate of the use of pituitrin, I have become a very cautious and occasional user 
of the drug, not from any fear of its effect, or any doubt of its efficiency, 
but from the fact that the occasion now arises less often to use the drug. 
No woman should be allowed to become exhausted during a long continuous labor. 
If we have a long continued first stage the woman can be given a well earned rest 
by a narcotic. If she has an ineffective second stage of an hour or two hours, 
you should resort to direct methods. lu a multipara with a relaxed perinciun you 
perhaps may resort to small doses of pituitrin, and I say small doses because you 
can never tell how the drug is going to act, and if you use pituitria at all, 3 'ou 
should use the same brand of pituitrin at all times in order that you may become 
acquainted with the comparative strength of that kind of pituitrin. In primiparae 
we have much better methods to assist with labor when it seems to lag. We can use 
full surgical anesthesia, dilatation of the perineum as brought out by Potter, and 
the application of forceps in delivery as compared with the doubtful result that 
may happen with small or with large doses of pituitrin. 

DR. GRANDISON C. ROTSTON, St. Louis, Mo. — ^Pituitrin is a valuable agent 
in shortening the third stage of labor, I think most of us agree as to that. That it 
is a dangerous drug is also well known. The point of Dr. Speidel should be well 
taken. We should start with a small dose and with the same preparation with 
which we are familiar. We begin with two minim doses. Some patients seem to 
have an idiosyncrasy toward pituitary preparations. We cannot say always what 
effect two minim doses will have on one patient, and what effect it will have upon 
another patient unless at the time the dose is given the hand is placed on the 
uterus and one feels the uterine contraction. After a two minim dose during the 
second stage, I have observed a tetanic contraction of the uterus wMch lasted 13 
minutes. The fetal heart beat dropped from 120 to 80. I feel that the baby in 
this case would have been asphyxiated had the tetanic state of this uterus not 
been forced to relax. I have had four instances where anesthetics were necessary 
to stop the tetanic contraction of the uterus following two minim doses of pitui- 
tary injections. I have had two cases of stillbirths attributed to the pituitrin in 
doses of less than five minims. 

DR. ADAM P. LEIGHTON, JR., Por'iu.And, Maine. — The indications and con- 
traindications we all agree to, but there is one of wliich he did not speak and 
which 1 would like to mention. I believe there is great necessity for a thorough 
knowledge of the past history of the woman, that is, any question as to rheumatic 



298 THE AMERICAN JOURNAL OP OBSTETRICS AND GYNECOLOGY 

fever or scarlet fever, or ni 3 ’oearclial disturbance. It is of tbe utmost importance 
that vre should know about this. I never use pituitrin or pituitary extract in any 
dosage over four minims, and only in multiparae. I rceentlj" had a women under 
my observation from the fourth month of pregnaucj'. She was a healthj- looking 
individual. I took her blood pressure and examined the urine regularly. IVlicii 
she went into labor I was called to see her; I found she had a three-quarters dilated 
os and good engagement, I gave her four minims of pituitidn. While I was putting 
on my apron and gloves I heard deep breathing. I turned around and found tlie 
woman was evanosed. There was mucus coming from the mouth and she was dead. I 
looked for a knife; and the husband did not have a pocket knife, so I got mj forceps 
out and delivered the babj’. It has taught me a lesson however, and I always inquire 
now as to whether or not there is anj- possibilitr' of mjmeardial disturbance. We 
should always bear in mind a. historv of rheumatic fever or of scarlet fever on ac- 
count of the possible incidence of cardiorenal disease. I have come to realize that 
pituitrin, rvhile a most valuable obstetrical adjimct, is also a very dangerous drug. 

DB. H. IVELIjINGTOTST YATES, Dethoit, jMiciiigax. — Some two years ago I 
was called to a patient whom I had confined two or three months previoush", and 
this was her first menstruation after that event. She was flowing so freely, that 
her husband, a doctor, thought her life was in jeopardy and not having ergot at 
hand he gave her one ampoule of pituitrin. Within a few moments she had 
difficult}’ in breathing and became cyanotic. He could scarcely get her pulse; 
she felt faint, vomited, and had definite s}'mptoms of anaphylaxis. He administered 
10 minims of adrenalin, I was at his house in fifteen minutes and there had taken 
place that which we might have anticipated if our view of anaphylaxis had been 
true. I mention the use of this dnig as a possibly dangerous one from its anaphylac- 
tic effect as well as the one for which it was intended and next to elicit any further 
comments that may be made concerning these phenomena. I referred this matter 
to the head of the Biological Department of Parke, Davis & Company, and he went 
into a very careful cousidevatiorr of the question and assured me that there was 
but an infinitestimal portion of a grain of the protcid in each ampoule of the product 
and that he could scarcely believe it was anairhylaxis in this case, but it had seemed 
to us quite different. 

DK. SAMUEL A. COSGROVE, Jeksev City, New Jersey (by invitation). — 
There ai'e one or two considerations wldch- I think ought to bear on the discussion 
in reference to the use of pituitrin. Any obstetric consultant cannot but be im- 
pressed with the lack of consideration of the specific contraindications that Dr. 
Tate has mentioned, in the hands of the average general practitioner, and the not 
infrequent tragic outcome which may result from disregarding these contraindica- 
tions. Also, if Dr. Tate’s contraindications are clearly applied, there will bo only 
a small residue of cases which need; pituitrin; and if in addition to the rigid ap- 
plication of Dr. Tate’s contraindications we make allowance for a margin of error 
in estimating some of these contraindications even by good men, the number in 
which pituitrin is properly indicated will be still further reduced. In that small 
number of cases it seems to me that the substitution of anesthesia and mechanical 
relief, with its entire elimination of pain and psychic shock, is very mudi prefer- 
able to the increase of the woman’s pain incident to the use of pituitrin, even 
though the period of that pain is lessened, and certainly the simple mechanical 
measures necessary in the small group of cases in which pituitiin could be prop- 
erly used would not be conducive to any considerable trauma. 

DB. JAklES K. QUIGLEY, Rochester, New York. — Some eight years ago I 
became rather enthusiastic over pituitrin, so much so as to report in two papers 
my results, and I have no reason yet to regret my early enthusiasm. I started 
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with small doses and I use about two minims now. I do not use quite as much 
as I did. I apply forceps more often now than then. In using pituitrin one 
should have an ancsthetie and forceps available, which usually moans a hospital 
case. I feel like Dr. Tate with rigid indications, and bearing in mind the rigid 
contraindications, we can still give pituitrin in the second stage of labor. 

DR. FRANCIS REDER, St. Louis, JklissouKi. — In speaking of pituitrin I am 
not going to refer exactly to pituitrin as indicated in labor. I wish to cite a case 
that came under my observation recently. I was called in consultation by an able 
physician who had made a diagnosis of hydatid mole in a woman having a tumor 
reaching to the level of the umbilicus. Rapid growth and loss of Vdood occurred 
repeatedly. Upon these features the doctor based his diagnosis. In examining the 
abdomen I found that the mass extended higher on the right side than on the loft; 
she had been sick in bed for a week. It was decided to operate. I went about 
this operation very cautiously as I had not entirely dismissed the possibility of 
a pregnancy. Upon opening the abdomen a uterus presenting all the aspects of 
pregnancy was found. I could get the fetal head well into my hand, but on ac- 
count of the largo amount of amniotie fluid I did not succeed in palpating the 
bod}' of the child. I delayed operation purposely, being desirous to know whether 
the fetus was alive or dead. There were no movements. The abdomen was closed. 
I had trusted that my manipulations would be sufficient, to bring on uterine con- 
tractions and expulsion of its contents. They did not. Two weeks later, after the 
abdominal wound had become securely healed, three bougies were introduced to 
stimulate the uterus to contractions. Much to my surprise, a week passed before 
any contractility of the uterus took place. These contractions were very weak. In 
removing the bougie and the tampons, I found the os sufficiently dilated so that I 
was able to extract the child. There was considerable bleeding. You might call 
it a hemorrhage. Ergot was given by mouth and hypodennatically with no en- 
couragement. I had recourse to pituitrin. It was used with great caution. A 
half ampule caused only moderate contraction. Two hours later the other half 
was given which caused a fimer contraction, so much so that with the aid of an 
intrauterine tamponade the bleeding was checked. The pituitrin was not repeated, 
but the tampon was kept in place. For a week this woman was very sick. She 
was not toxic, although symptoms of absorption manifested themselves by a chill 
and fever of 104° four or five hours before delivery took place. I do think that 
this patient was benefited by giving her pituitrin. 

DR. TATE (closing). — If the members of the Association rrill read the litera- 
ture on pituitrin, as I have done in the last six months, they will find scattered' 
throughout, numerous cases reported where pituitrin is put domi as the cause of 
some complication or death of the patient. I cite one case to illustrate. The pa- 
tient was an Austrian woman who had a normal first pregnancy and labor. With 
the second labor, a midudfe was engaged. After being with the woman thirteen 
hours and there being absolutely no progress, tJie midnlfe began to give pituitrin 
with the result that rupture of the uteims followed, the woman was hurried to the 
hospital, the uterus removed, and the patient died. This death was put down as 
one due to pituitrin, and yet an obstetrician would know that it was a case in 
which pituitrin should not have been used. You wall find many such cases reported 
throughout the literature. 

Another thing that strikes me as being i-ather peculiar is this: I hear men 
speak of the dangers of pituitrin in society meetings, and yet they use pituitrin in 
their practice. 

I have never had any cases like those reported by Dr. Royston, and let me re- 
peat, I would not think of using pituitrin in every case I encountered, but select 
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my cases. The case has to be, as far as I can make out, a normal one. I would 
not, for one instance, think of ^ving pituitrin to a patient who had rheumatism, 
with a heart lesion so bad that she had to sit up in a chair, and in the second 
place, when I give a patient pituitrin, she is in bed or on the delivery table, not 
walking around the room. 


Dr. Arthur T. Jones, Providence, E. I., presented a paper entitled 
Malformation of the Uterus and Appendages. (For original article 
see page 254.) 

DISCUSSION 

DE, HEEklAN B. HAYD, Bdtfalo, New Yoric.— I have had one interesting 
experience which occurred some years ago, to add to the doctor’s paper. The pa- 
tient was a young woman who had been previously operated upon for a chronic 
appendicitis, and I saw her three years afterward. She complained of backache, 
constipation, and considerable pain during menstruation, in fact, the usual sjmip- 
toms associated with a broken doum, invalided young woman. I made an examina 
tion through the rectum and at once diagnosed a retrodisplacement. I told her, 
that a more careful examination could bo made under anesthesia, at the time 
operation. I curretted and proceeded then to open the abdomen and found a very 
interesting situation. Tliere were very dense adhesions as a result of the previous 
appendix operation, so much so, that scissors had to be used fieely in or er 
separate the tissues and leave a suflicient amount on the bowel to protect it rom 
injury. I found an absence of the left tube and ovary, in fact, the left side or 
the broad ligament looked like a sickle. Of course, it was not possible to o a 
antraperitoneal sliortening Tritli only one ligament, so I fastened o n erus 
■ward and slie made an uneventful recovery. In the course^ of three or our 
she developed a swelling on the left side, which at operation foun ^ o e 
inguinal hernia with the left tube and ovaiy in the canal. The case is 
from a congenital and anatomical standpoint and secondly, from le 6 
which can be made from the failure of the first operation. All wonien, _ 
or single, should be examined per rectum or per vaginam before^ un 
operation for appendicitis. If an operation for chronic appendicitis is o 
formed, then the incision can be made through the center of the a 
is any reason to be suspicious of any uterine or ovarian trouble, an ° , , 

tions can be corrected. I have Imown many cases where if this ;^eoau i 
been taken, it would have prevented the necessity of a second opera on 
trouble as in this case. 

DE. DAVUD W. TOVBY, Neiv York City.— I know of one instance ^ 

diagnosis was made of fibroids with incomplete abortion at three mon , 
physician curetted a hole to the sise of a silver dollar through the ceutj of the 
septum between the uterus bicornis. As you will recollect, the non;^egna 
the uterus always enlarges during pregnancy in these cases o on ® ® ‘ 

In another case where there was pregnancy on one side with doub e i ^ 

had had babies from both sides. There was a single vagina. In a 
was an ectopic, and it was easy to remove one liom and leave a norma 

DE. EUPUS B. BAIL, Cincinnati, Ohio.— I have seen quite ^ ^ 

cases where the conditions were recognized only jit the operating a 
tient was a young girl seen in consultation, well deve ope , a q for 

teen years of age with a history of regular, normal menstruation. Graduallj, 
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the last year or so, she had more pain than usual, and during tliis particular men- 
strual period, after a day or two of pain tlie family doctor was called and treated 
her for two days. She had a pulse of 150, a temperature of 104“. The hymen 
was intact and rectal examination demonstrated a tumor filling the pelvis com- 
pletely, and extending half the way up to the umhilicus. I did not suspect the 
real cause of the diffioulty, but as I opened her abdomen I discovered a double 
uterus. The tumor was one-half of the uterus tilled with menstrual fluid. She had 
developed a general peritonitis. I immediately closed the abdomen, put her in the 
lithotomy position, and with some difficulty from below I was able to locate where 
the cervix should be, and with the point of a sharp scissors entered into the uterus 
then with uterine dilator, enlarged tliis opening and emptied the uterus. The 
girl made a prompt recovery. She married, and; became the mother of three cliil- 
dren and had no trouble from the three confinements. 

DR. hlAG-NTJS A. TATE, Cincinnati, Ohio. — 1 desire to present a case that 
came under my care about three years ago, a young girl, 15 years of age, who 
suffered intensely from dysmenorrhea, was backward in her school studies, and 
associated with cHldren about twelve years of age. The doctor had treated her 
for six months without any alleviation. She was sent to the Good Samaritan Hos- 
pital, put under an anesthetic and we found a double vagina and two cervices, and 
one uterus which deviated to the left. I naturally thought at first that she also 
had a double uterus. A sound was placed through one cervix into the uterus, but 
in the other cervix it would only go about one inch. We dissected off the blind 
cervix and the vaginal partition. The dysmenorrhea did not improve, A year 
following that, she had an acute attack of appendicitis. I operated, removed the 
appendix, and on examination found both tubes and both ovaries to be perfectly 
normal, the uterus was tilted over to the left side, but there were no adhesions. 
Since the removal of the appendix, she has improved much in general health, and 
the dysmenorrhea is not so pronounced. 


Dr, Arthur H. Bill, Cleveland, Ohio, presented a paper entitled 
Should Pubiotomy Be Eecognized as a Justifiable Operation in Ob- 
stetrics? {For original article see page 258.) 

DISCUSSION 

DR. ADAM P. IiEIGHTON, Poutland, Maine. — If pubiotomy is a “competitor 
of craniotomy,” then I believe it has no place in obstetrics because craniotomy is a 
confession of carelessness, inattention, and lack of skill. The indications for 
pubiotomy are none other than can be met with version, the induction of labor or 
cesarean section. I am not a believer in pubiotomy, and it has no place in rational 
obstetrics. 

DR. JOHN OSBORN POLAK, Brookhtn, New Yokk.— Dr. Leighton’s remarks 
are particularly good if we can always control our prenatal work; hut to those of us 
who are unfortunate enough to have services where every bit of bad obstetrics in 
the locality is tossed to us, it is a question of deliberately sacrificing the child or 
letting the woman go until the child dies, or subjecting that woman who has been 
repeatedly examined through a hairy vulva with ungloved and unclean hands to a 
cutting operation, such as section, whether it be extraperitoneal, transperitoneal, 
or the classical. Every one who has had that experience believes that there are 
eases in which pubiotomy is indicated. Again, sometimes we misjudge a funnel 
pelvis. Usually we feel that if the measurements of the outlet, the hisischial plus 
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the posterior soRittal totals more than fifteen, as stated by Hein, the patient 
will have a sufficiently large posterior sagittal to allow the head to pass through 
the outlet. I have seen two cases where this was so, and yet when, the head was 
at the outlet the head could not be delivered, and pubiotomj' was required. I have 
seen neglected face cases where the utcnis was drained for hours of its waters, 
whore version was an impossibility, where the mother and child were saved by 
pubiotomj'. Dr. Bill trulj’ said that pubiotomy is never an elective operation, but 
when ho said it has a place in obstetrics ho also said something that every one of 
us should recognize. 

DB. JAIMES E. DAVIS, DETnorr, hDctiio-VX. — I want to say a word about 
postmortem pubiotomy, when evisceration is to be done quicldy. The teclmic should 
bo simple and effeetivo. Erdheim, of Vienna, uses the edge of a knife in palpating 
for the lino of synthesis, then the blade is driven through the union by a few 
successive fist blows upon the back of the knife, only a few seconds being re- 
quired for the execution of the work. If this typo of operation is indicated the 
simplicity and effectiveness of this technic is to be recommended. 

DK. QUIGLEY. — I would like to ask two questions, one the average amount of 
.space he obtains, and the other how long does it take to do the operation, ■ 

DR. LEIGHTON. — I would like Dr. Bill to mention the after-care of these 
cases, the time for recovery, and the lack of union, and the possibility of sepsis. 

DR. BILL (closing). — In regard to the general status of pubiotomy, I think I 
have made myself perfectly clear that I consider it an emergency procedure, and I 
will agree with Dr. Leighton, that if the prenatal care had been perfect, and that 
if the proper care had been followed during the course of labor as outlined in the 
paper, these indications would not arise. 

In answer to Dr. Quigley, I will say that I made sonic cspp-inwiits at one time 
with the bony pelvis in regard to the expansion and concluded that it was not best 
to try to get a separation of more than two fingers’ breadth between the ends of 
the bones; when greater separation was caused there was considerable elevation 
along the anterior surface of the ilium and sacrum, that is the anteiior sacroiliac 
ligament, and there was a possibility I think of some loosening of the sacroiliac 
joint. Up to that point I did not find that it occurred. I made these experiments 
on the pelvis by taking blocks of wood, held together by a turn buckle of which 
the conjugate diameter could be increased to varying degrees, and the separation 
of the pubic bones and elevation along the sacroiliac point determined. I ha\e 
been able to insert two fingers between the ends of the bones in clinical cases. 

With regard to convalescence, I have kept those patients in bed three weeks. 
You do not get bony union in most cases; there is, liowevor, a firm, fibrous union. 
Three weeks is the average length of the couvalosceneo. 

With regard to the after-care, it is not as smooth as that of cesarean section. 
That is one of the disagreeable things about it, and that is one reason wh) ne 
consider it an emergency operation. But I will say this: I had one patient nho did 
not know that she had a pubiotomy performed until her husband told her tuo 
months afterward. She knew that her pelvis was bound with adliesivc plaster, but 
did not suspect that anything like a pubiotomy had been done. After all, the eon- 
v.alesecnce was not so liad. So far as the kind of union of the pelvis is concerned, 
tliero is little difference in the functional result. 

In the literature there are cases of sepsis reported. In my own exporience the 
results have been good. There are cases of sepsis after crauiotomj'; there arc 
other cases in which sepsis has developed after forceps. As I see it, .a ucH per 
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fovmccl pubiotomy 1ms no aircct connection -with the sepsis which is present in these 
eases nor does it add materially to the, danger of infection. 

DR. HALL. — You cannot .say that with reference to craniotomy® 

DR. BILL. — A certain percentage of craniotomies is followed by .sepsis. 


Dr. H. W. Yates, Detroit, Mich., presented a report of the Genital 
Malformation in a Child of Eight Years, Associated with Acute 
Suppurative Appendicitis. (For original article see page 261.) 

DISCUSSION- 

DR. G. VAN AMBER BROWN, Detroit, Miciiigak.— Dr. Yates spoke of the 
mental development associated with this malformation and some work which I have 
boon doing this summer on the urinary tract leaves with me the impression that mal- 
formations of the urinaiy tract are frequently associated with malformations of 
the brain. This will be referred to in my paper tomorrow. 

-Wliilc the doctor was presenting this case I was reviewing in my mind the com- 
parative anatomy of the pelvis. In all forma of the liigher vertebrate we have 
complete bony vertebrae. The elements may vary in proportion as well as in their 
placement. For instance, the acetabular bone which in the mole is very large we 
veiy seldom think of in considering the human pelvis; and yet it is present, al- 
though not very manifest. la the lower forms of life, like the snake, the fish and 
the shark, there is an incomplete pelvic girdle. I know it is often said, the snake 
has no poBic girdle, but in some of the larger ones of the Orient, like the cobra, 
they not only liave a pelvic girdle, but they have hind legs. In the shark there is 
lack of fusion of the elements, which elements arc connected with the pelvic fin. 
The bony fishes present another type in which the elements are united at the center 
and connect witli the vertebral column. The amphibian has a eomplcto pelvic 
girdle — while the elements may be cartilaginous, the girdle is always complete. 
So in nearlj^ eveiy animal, except in snakes, wc have sonic form of a pelvic girdle, 
and except in the .snake it would seem to be impossible to have locomotion on the 
ground without some form of pelvic girdle. In this connection it is interesting to 
note in this patient of Dr. Yates’ how' much locomotion is interfered with on ac- 
count of the pelvic girdle defomity. 

DR. ROBERT FARR, Minne.ipolis, Minnesota. — I s it not true that in most 
cases of exstrophy of the bladder wc have the absence of the bony symphysis? 

DR. RUFUS B. HALL, Cincinnati, Ohio. — The ' remark in reference to con- 
genital absence of the vagina, and that these patients wore mentally defective, 
brings up a point in my personal experience. 

I was consulted some years ago by a w'oman, 36 years of age, a teacher 
physically well developed, with perfect dcvolopmcut of the breasts, but she had' 
never menstruated. She wanted to know if she could get married. She did not 
know why sho did not menstruate. Slie had never been e.vamined. A most thorough 
examination failed to find even the rudiments of ovaries or uterus. She had no 
vagina, otherwise the vulva apparently was all right, until yon separated the labia 
you would think she was a normal woman. 

Another case more recent than that was a married girl, and while she was not an 
imbecile, sho was not bright. She married when she was eighteen. She was an 
orphan girl who had been earning her liwng since she was twelve years of age as 
a domestic. She had never menstruated; she had no ovaries or uterus that could 
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be found, and, no vagina, and an attempt at sexual intercourse resulted in tearing 
her urethra open, and she had incontinence of urine when she came to me three 
weeks after her marriage. 

DE. DAVID WILLIAM TO^rEY, Neav York desire to mention the 

case of a young, well developed Italian woman, 24 years of age, married four 
years, she had no vagina. Her husband brought her to me for an operation and to 
iind out if she could have diildren. At that time we did not know of the Baldwin 
operation but only the operation of making a hole for the vagina and transplant- 
ing some skin. As I have said, she had been married four years, and as near as 
I could ascertain from what she said, they had intercourse between her thighs. 
This woman disappeared from my observation. Later I was called to court and 
the judge annulled the marriage. The husband was willing to live with her if 
she could have had a vagina made. 

DE. YATES (closing). — ^With regard to the locomotion, as far as 1 can see, 
she has as good locomotion as any child. As to her mental attitude she has no 
desire to play with other children. 

Eegarding exstrophy of the bladder in association with lack of union and fusion 
of the pubic bones, I will saj' that the point of Dr. Farr is well taken and com- 
monly recognized. Fusion of these bones is not present when, exstroph.v of the 
bladder exists. 


Dr. Francis Eeder, St. Louis, Mo., presented a paper entitled The 
Trag-edy of a Sacral Periosteal Sarcoma. (For original article see 
page 266.) 


DISCUSSION 

DE. JAMES F. PEECY, San DrEco, California. — It is difficult for me to talk 
about cancer without alluding to my method of cautery heat in its treatment. 
As I see it the profession is not quite ready to accept this method at its full 
value. I cannot refrain from questioning if the outcome in this patient would not 
have been different if the mass had primarily been removed with the cautery knife, 
slowly dissected out as Dr. John Byrne dissected out a carcinomatous cervix in 
former days. Then when the growth was out he reapplied the heat to the tissue 
surfaces that were left with liis dome-shaped cautery tip until they were of the 
consistency of horn or of leather, in this way obtaining the maxium penetration 
of the heat. You cannot use the cold steel knife in the treatment of cancer with- 
out incurring the very great risk of further dissemination of the disease, and not 
only dissemination but stimulation as well. 

We all know that in 35 per cent of the cases of carcinoma in the pelvis that die 
without treatment, complete postmortems show that the disease has remained 
absolutely within the pelvis. .You cannot go into a mass of cancer in the pelvis or 
anywhere else in the body with the knife unfortified vrith heat without stimulating 
it into new virulence. This can easily be proved and has been proved over and 
over again in experimental cancer in laboratory animals. 

I would like to ask Dr. Eeder, whether there was any attempt to control the pain 
by caudal anesthesia? 

DE. EEDEB.— No. 

DE PEECY.— I have had two patients, both women, where metastasis developed 
in the pelvic bones foUowing uterine carcinoma in one case and from a malignancy 
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of the left breast in the other. These -svero last resort cases when I first saw them. 
This suffering was of the same atrocious type as that described by the essayist 
in his patient. Morphine will not relievo them, especially after the first two wechs. 
I hnow of one case where fifty grains of this drug a day gave no relief. Both of 
my patients were immensely relieved by caudal anesthesia with procain. 

In carcinoma of the rectum, there is an increasing number of reports of cases 
where my first type of cautery is being used successfully. It is merely shoved into 
the rectal mass and sufficient current turned on to produce a gentle simmering sound 
heard when the ear is held near the instrument in the rectum. It is allowed to 
remain for an hour or even longer or until it is certain that heat penetration has 
been thorougWy attained in every part of the morbid growth. 

Br. "W. H. Eager of Los Angeles reported 25 cases of rectal carcinoma, treated 
by mj' technic, at the St. Louis meeting of the American Proctological Society in 
June. He has practically abandoned all surreal methods in the treatment of 
rectal cancer for that by the local diffusion of heat. His successful results have 
been most gratifying and even remarkable. 

Last May I received a very enthusiastic letter from Dr. Edward Martin of 
Pliiladelphia reporting that one of his private patients, on whom he had used my 
cautery for rectal cancer seven years ago, is not only alive and well but also free 
from all evidence of cancer. 

In the surgical treatment of cancer we must eliminate the positive danger from 
dissemination and stimulation of the cell growth, and this can positively be ac- 
complished by our substituting the hot for the cold knife. * 

DB. W. WAYlSrE BABCOCai, Philadelphia, Pennstltanu.— It seems to me, 
we are not getting very far in our concept of the treatment of malignant disease 
until we carefully differentiate reactions of the various sarcoma and carcinoma 
to treatment. The first case of Dr. Eeder was one of sarcoma, and a peculiar type 
of sarcoma growing in the pelvis. Sarcoma in general presents an entirely dif- 
ferent therapeutic problem from carcinoma, although carcinomas have protean mani- 
festations and types of malignancy. Against the more malignant type of sarcoma 
I know of no treatment that is effectual. Let us take, for instance, certain malig- 
nant periosteal sarcomas of long bones, where a cure from even high amputation is 
practically unknown. The few cases that have lived for more than a year, or two 
years have been cases, for the most part, where there was some question as to the 
diagnosis. On the other hand, giant cell sarcomas or myeloma of bone are relatively 
benign. They recover after thorough excision or x-ray treatment. It is an en- 
tirely different proposition as against some of the malignant tumors where opera- 
tion seems to determine where the return will take place. 

I recall a case of carcinoma of the hand where amputation was done at the 
wrist, and the growth metastasized in the stump. Amputation of the shoulder 
was done and the tumor reappeared in the scar. Then, after an interscapular 
thoracic amputation was done, metastasis occurred on the chest wall. In other 
words, wherever the knife had made its impress and had produced traumatism the 
tumor came back. 

Let us take the case of melanotic sarcoma, or melanoepithelioma, if you do not 
wish to call them sarcoma. I wonder if any of you can recall a case where excision or 
other treatment of such a growth has been followed by an ultimate cure. I do 
not. Too often operation seems to cause the growth to flare up and to grow 
rapidly. With carcinoma we have a different problem to deal with, and I wonder 
if I understood Dr. Percy correctly when he said that operation only produced 
stimulation. In carcinoma of the lip or where the growth is not larger than a pea, 
free excision according to Bloodgood, gives 100 per cent of cures. With an ad- 
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vanced caroiiionia of the Up, an extensii’c Ijlock dissection, cauteiiEation, x-ray and 
radium are all usually iucffoctive. 

As to growths in other parts of the body, the results from hysterectomy for 
careiuoma of the body of the uterus are probably not excelled by methods 
uow in use, while radium has largely displaced hystcrectomj^ for cancer of the 
cervix, some cases will do best if wo let them alone. I think somebody should 
classify tiie various malignant growths in relation to the type of patient in which 
the growth develops, for whether the patient is fat or lean, old or young, also has 
a great inflimnce on the progress of the disease. 


DR. WILLlAhl SEAMAN BAINBRIDGE, Nkiv York City.— Dr. Babcock 
has given an impressionistic picture of our absolute ignorance in regard to the 
es.sential eau.se of cancer, including .sarcoma. While agreeing in the main with 
his discussion, I maj’ say that my experience in relation to melanotic sarcoma is 
not in conformity with his. Alelanotie sarcoma is indeed a very fatal form of the 
ilisease, but there are cases that have been cured. Tiro following twm illustrative 
. cases arc on fde in my office, and I give them to you hero so that they may be put 
on record in this connection : 1. O. L., male, fifty-seven years of age, married. 

February 29, 19.12, this patient was operated upon, in another city, for a melanotic 
sarcoma of the neck. 

Two months later recurrence took place and in !May, 1912, I removed a large 
melanotic sarcoma, adiierent to the jugular vein and carotid artery, ligating the 
jugular vein. 

Tin? patient ^Yas discharged June 6, 1912, and a letter from him, dated Septem- 
ber, 1922, states ‘ ‘ that he is in the best of health and has had no return of tlic 


disease. ’ ’ 

2. J. M., female, thirty-five years of age, single. This patient had, at birth, a 
small papilloma on each wrist. These remained the same size until she was 32 
years old when the papilloma on the right wrist began to increase in size until it 
was as largo as a silver quarter. It was melanotic in character, with scabs, and 
bled easily. 

April 17, 1915, the growths were removed and proved to be melanotic sarcoma. 
The patient recovered from the operation and to date, (September, 1922) there 
has been no recurrence of the condition. 


In a private communication recently' received from Dr. Rufus Hall, he cites 
a case of a woman, 30 years of age, married, with 1 child 13 months old. At birth 
she had a slightly elevated black mole one fourth inch in diameter on the chest 
wall to the right of the sternum. The mole gradually enlarged and at the time 
of her marriage was about 1 inch in diameter and elevated about one fourth inch. 
A few days before her confinement in .lunc, 1908, it became inflamed, enlarged, and 
discharged an exudate. Operation was performed forty hours after birth of child; 
there was a large open ulcer involving about one fourth the surface of the gionth. 
Bathologic report: "Melanotic sarcoma.” There has been no recurrence and the 
patient is apparently in good health at the present time. 

In regard to the spreading of malignant disease by' operation, this is true in 
some cases. But is not a great deal of the untoward result in the use of the km c 
accounted for by the lack of recognition and practice of the lessons of Ordnay an 
Tyzzer? Ty-zzer states that "every physician should realize the iiiopaiable larni 
which may result from the mauipidation of malignant tumors in their early dm clop 
ment. * » Tjie palpation of the' mass in question in repeated physical 

examinations, the violent scrubbing often employed in preparing the field of opera 
tion, is almost identical with that which I have employed for the expeiimenta pro 
duction of metastases. ’ ’ 
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DK. EEDER (closing .) — 'Wo had hopes when we received this high voltage ap- 
paratus from abroad that wo were in a position to do much good for this patient. 
This woman displayed great courage while undergoing these treatments. Death 
came within the allotted time for such growths. She was subjected to the scalpel, 
to radium, and to x-rays. It was the knife that gave the greatest relief. 


THE NEW YORK OBSTETRICAL SOCIETY 
31EETING OF DECE3IBEB 12, 1922 
Dr. Ralph H. Pomeroy in the Chair 

Dr. Prank R. Oastler presented a paper entitled Toxemia of Preg- 
nancy. Acute YeUow Atrophy of Liver. (For original article see 
page 271.) 


Dr. Eliot Bishop reported a ease of Prolonged Ante- and Postpartum 
Toxemia of Pregnancy, with Recovery. 

This twenty-nine year old primipava, a physician’s wife, was seen October 19, 
1921, four and one half months pregnant, with no outward symptoms except oc- 
casional vomiting. Her general condition, blood pressure and urine were normal 
until January 10, 1922, when she developed edema of the legs, and albumin and 
casts appeared in the urine. On January 12, the blood pressure was 150-90, but she 
had no subjective symptoms of any kind. 

She was put on a carbohydrate diet, allowed out of bed only an hour or two 
a day and, with that regime, the blood pressure rarely reached 150, the urinary- 
output was ample, though the albumin heavily persisted; subjectively she consid- 
ered herself to be not at all sick. As this child was considered, from several so- 
cial aspects, extremely desired, interruption -was postponed. 

On February 14, near the end of the eighth month, however, the edema, which 
had been slight, suddenly increased, as did the blood pressure, which rose to 190, 
with a pulse of 120, the vision was markedly reduced, and the patient entered the 
Brookljm Hospital; there the urine of sp. gr. I.OIS showed only a heavy cloud of 
albumin, and no acetone, but many hyaline and gi-anular casts. The blood chem- 
istry was: C.02-45; urea, 37-89; creatine, 1.7S; sugar, 128 mg.; red blood cells, 
47 per cent. There was marked edema of the back, genitals and lower extremi- 
ties, and the phthalein output was 35 per cent in the first two hours, with an ad- 
ditional 10 per cent in the tliird. 

The next morning, after consultation, it was decided to terminate the pregnancy, 
and the membranes were ruptured. 

The onset of labor' was slow, and the blood pressure ranged between 190-200 
systolic. As active labor began, she -was given a quarter of a grain of moi-phine. 
During labor, the systolic pressure reached 218. 'When the vertex got to the -vulva, 
forceps were gently applied, and a four pound, six ounce baby was easily lifted 
out. The baby did not look at all well, but thrived, and at ten months weighs 21 
pounds. 

Aside from vomiting, the day after delivery was comfortable to the patient. 
She was catheterized at the end of twenty-four hours, and 49 ounces of urine was 
obtained, which contained a trace of albumin, but no acetone or easts. The blood 
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pressure dropped to 154-110, and we vrere misled into iDelieving that the danger 
was rapidly disappearing. 

However, the systolic blood pressure returned to 190, and averaged that for the 
next week. The urine output kept up, even developing a poljniria of 176 ounces 
on February 20; but, on Febuaiy 26 it became scanty, though hard to measure on 
account of lack of control. During the period of the arterial hypertension, the 
patient’s greatest complaint was pain in the back of the head, neck and arms, 
particularly the latter. On February 23 temporary deafness occurred and the pa- 
tient became restless and “nervous,” and quite weak; the pulse was running from 
120-136, and the rectal temperature between 100-101°, in fact, her pulse continued 
at that rate until a few days before her discharge from the hospital, thirty-six 
days postpartum, when it averaged 110. 

The urine again contained a moderate number of casts. On February 24, how- 
ever, she developed irrational periods and also stupor; and, on February 27 a left- 
sided hemiplegia. A diagnosis of cerebral thrombosis was made. From the 
ophthalmologist’s report, which I shall summarize later, and his own findings, the 
internist did not concur in the neurologist’s diagnosis, but felt that there were 
miliary cerebral hemorrhages, with edema. On March second, after a bad night, 
irrational and with Clieyne-Stokes ’ respiration, the general condition showed iin- 
provement, and the hemiplegia began to disappear, but a left saphenous phlebitis 
occurred, with a leucocytosis of 19,400, with 85 per cent of polynuclears. 

General condition continued to improve, the mentality slowly clearing until it 
seemed normal, though a little sluggish on March seventh, and on March ninth, the 
ophthalmologist noted a definite improvement. 

On March eleventh, a right saphenous pldebitis occurred, accompanied by tem- 
perature of to 101°. Examination of the eliest that day, by the internist, showed 
the following; “Heart-apex in the fourth interspace, three and one half inches 
to left of middle line; the right border slightly to the right of sternum; sounds 
at apex suggest fetal rhythm; no gallop rhytlim; lungs clear. Diagnosis, probable 
myocarditis.” The urine at this time showed a faint trace of albumin, and no 
casts, and the systolic blood pressure, which, for a week, had been running between 
130-140, now reached 120. 

The second phlebitis subsided in eight or nine days, and on March twenty-first, 
in spite of the continued rapidity of the pulse, the patient W’as allowed up in a 
chair, and went home on March twenty-fifth. Her pelvic condition was negative; 
her appetite was good; her sleep was fair, and strength returning; her malai-e 
was gone and her mental condition normal. A few days before discharge her bloo 
showed 61 per cent hmgl.; 2,880,000 red blood cells; 11,600 white blood cels 
of which 82 per cent were polynuclears; her urine showed a heavy trace of albumin, 
but no oasts or acetone. . . , 

On December 9, 1922, the ophthalmologist reported that with the beginning o 
her toxemia, the patient suffered an absolute scotoma (central) of the left eye, 
due to a retrobulbar neuritis, which cleared up completely in about three v ee ' , 
solely under the toxemia regime. This ocular pathology was another evi ence o^ , 
and due to the toxemia. Ketrobulbar neuritis is uncommon in the toxemias, ^ 
this case especially noteworthy in being monocular, also - in the production ^ 
absolute central scotoma which completely cleared up in so short a time. rio^ 
to her entrance into the hospital, her vision was normal in all respects. e 
induction, the vision in each eye was reduced to mere form percep 
to papilledema, retinal edema, retinal exudate and hemorrhage, t e 
stage of albuminuric neuritis. This eye pathology was due to the _ 

tracranial pressure of cerebral edema and therefore dependent upon t ie in 
nial complication. The fundus condition did not begin to improve unt a 
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had her cerebral accident. Yesterday the vision of the right eye was 20/20; of 
the left 20/70. The right fundus showed normal nerve; vessels apparently normal; 
several scattered areas of punctate pigment deposit in the retina; the macula 
which contained the radiant figure of albuminuric neuroretinitis, was clear. The 
left fundus was similar to the. right; and in addition, the macula showed in its 
upper portion slight remains of the scar. 

On December 9, 1922, her urine totalled 40 ounces, 1.019 sp. gr., with no sugar, 
a trace of albumin, 9 grains of urea to the ounce, no casts or hidney epithelium, 
and on December eleventh her blood pressure was 110-70. 

This case is of interest for the following reasons: 

1. To interrupt a pregnancy is an extremely difficult decision to make in toxic 
cases of this sort, as much, if not more so, than in eclampsia. Any woman who is 
toxic is better off without the child, but, what about the child? Moreover, the 
mother may be too toxic to stand interference that is too late. Bach case must 
be sharply differentiated, particularly with the help of the internist; it is as 
much a medical as a surgical problem. 

2. Termination of pregnancy may not terminate our troubles, as this woman 
developed a subacute nephritis, cerebral and retinal hemorrhages, with a resultant 
hemiplegia, with the strong possibility of permanent eye and brain damage, evi- 
dence of myocarditis, and a double saphenous phlebitis. 

3. This train of pathology shows us that the toxins of pregnancy attack par- 
enchymatous tissues, retina, brain, kidney, heart muscle, usually the liver ; particularly 
the retinal and brain vessels, and the saphenous veins. Here the disturb- 
ance was not like an ordinary plilebitis, the redness and swelling and the tender- 
ness in Scarpa’s triangle were all missing, and there was only a slight temperature 
with the onset of one side. 

4. A most suggestive clinical observation is that, during the period of greatest 
excretion of urine, this patient was not improving, but developing her gravest 
state. As the kidneys drew the water from the patient, toxemia increased; may 
not the toxins be in the edema? At this time, blood chemistry might have been 
of diagnostic value. Practically, this is the time, for purposes of dilution, to 
saturate a patient with fluids in one method or another, and mayhap, the com- 
mon use of morphine may be beneficial, as it retards tissue depletion. 

The obvious conclusion from the above is that these problems are primarily 
medical, and the major conduct of such a case, with the assistance of the ophthal- 
mologist’s diagnostic precision, belongs to the internist, where this was placed. 

Disoussioisr 

DR. HARRY G. JACOBI: (speaking on Dr. Oastler’s case). — When one con- 
siders the blood chemistry as charted, without the clinical history of the case, it is 
rather difficult to say whether it is the blood picture of an acute yellow atrophy, 
a bichloride poisoning, a phosphorus poisoning, or of any other toxins which may 
produce tissue degeneration. In other words, in this case there was a definite 
toxemia, and once the toxic substance was removed by emptying the uterus, im- 
provement was noted. 

The important determination is the creatinine figure. The creatinine determina- 
tion is particularly interesting in acute conditions because it is in these conditions 
that the creatinine content of the blood reaches enormous figures and really de- 
termines the outcome of the case. On the 18th of October the creatinine content 
was 8.25 and the next examination, performed on the 21st, showed a practically 
normal creatinine content of 2.5. If this were a chronic condition with a creatinine 
content of 8.25 the prognosis would be very grave. Such figures one frequently 
encounters in the terminal retentions of the chronic nephritides. In the acute 
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conditions, — and we have liad several of these cases, particularly of bichloride 
poisoning,— recovery does take place even with so high a creatinine content. 

Another point of interest was the discovery of leucine and tyrosin in the urine. 
Although we find these constituents in almost every ease of acute yellow atrophy, 
they do not in themselves make the diagnosis of acute yellow atrophy as 
pointed out by Dr. Oastler. I believe that if we were to examine the urine 
routinely in all the toxemias of a pregnancy we would find two constituents more 
often than we have in the past. A furtlier point of interest here is the carbon 
dioxide combining power of the blood plasma. That is a very important determi- 
nation to make in an}’ one of the toxic conditions encountered. 

Dr. Oastler also mentioned the icterus index which was devised at our labora- 
tory. It is a very simple procedure and I presume it will interest you because 
of the difficulty that one encounters clinically in determining with the unaided 
eye, whether jaundice is increasing or decreasing. The personal equation enters 
into that a good deal. IVe have devised a method whereby we can determine 
rather accurately the amount of jaundice and whether it is increasing or decreas- 
ing. The procedure is very simple. It merely consists in taking some of the serum 
and comparing it with a standard potassium bichromate solution, with a Duboseq 
colorimeter. 

DE. HAEOLD BAILEY. — This is the first case where there has been more 
than one observation on the blood chemistry in acute yellow atrophy. The blood 
sugar in this particular case was high through this toxic period. That is one more 
indication of disaster in the liver. 

One of the most interesting things here shown is the fact that the COn con- 
tent was high. As a matter of fact at no time was it below the point seen in 
normal pregnancy. That is entirely contrary to our ideas in those starving cases, 
and although I listened intently I did not quite catch how much food this woman 
was able to take while this process was going on. 

There is a case for comparison which has one or two points which I think arc 
really of great interest. We had a case with pain in the lower abdomen, 
just as in Dr. Oastler 's case. This patient was operated upon on the surgical side 
of the hospital and a more or less normal appendix removed. She became intensely 
jaundiced and was eventually transferred to the obstetrical ward. At that time 
she was comatose. Her uterus was emptied, blood tranfusion was done and sugar 
.■-olution rectal irrigations. She slowly recovered. It seems to mo that this is an al- 
most parallel case and perhaps with the clinical point of pain in the abdomen, which 
is more or less important. 

On the other hand, this year I lost a case "of pernicious vomiting, the woman 
djung a day. after the emptying of her uterus. The blood chemistry in that case 
was absolutely normal throughout the day before she died, except that the COo 
content was 36. 

As regards the second case (Dr. Bishop’s), I had last March an almost similar 
one in a woman 10 weeks’ pregnant, admitted as pernicious vomiting. >Shc 
vomited throughout a period of about one week. We then felt she was develop- 
ing cerebral symptoms and took the spinal fluid. This led to the diagnosis of 
tuberculous meningitis. We had a little difficulty in convincing the neurologists 
and the internists that such was the proper diagnosis, but they finally took her 
from us with the uterus unemptied. She died the next day and autopsy showed 
tubercular meningitis. 

DR. W. H. CART.— What was the size of the uterus in Dr. Oastler 's case? 

DR. HER^LVNTST G-RAD. — Several years ago I had a case similar to the one 
reported by Dr. Oastler. I was called to operate on a probable case of ectopic ges- 
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tation. The ^voman, progiiaat 2Vo mouths, ^vas sudclouly " ^ 

iuat pain and wont into slioek. Tlicvc weve seveval facts that made me fool tl at 
the case was not one of rnptnvod ectopic. First of nil, she had a temporatm-e o. 
105° F. She was comatose and her homoglohiu was <5 per eoiit, tie otuoej o. is 
was high and the urine contained a large a\nount of albumin with blood (cathetev- 
ized specimen). The case showed very marked evidence of kidney disturbance 
and on that basis wo emptied her uterus. The patient was entirely comatose. Ihc 
next day she became jaundiced and then a diagnosis of acute yellow atrophy uas 
made. She remained comatose for about a week. Two spinal punctures were done 
during that time and proved absolutely normal. The patient finally recovered. I 
was glad that I did not accept the diagnosis and operate on this ease. 


DR. FR..AXK K. OASTLEE.— The CO^ combining power in my ease, consider- 
ing the degree of acidosis, was comparatively high. I figure, from my experience, 
that if it gets up around 30, the ease is almost certain to terminate fatally. The 
normal is 33 to 77, but 5G to (50 is, I think, a pretty good average. The uterus, 
was about the size of a two mouths’ pvcgiiaiicy. She had not menstruated for 
seven month.s. After one of licr piegimiieies she was curetted and following this 
she only had a drop of blood once in a while. In other words, she had pretty 
nearly ceased nicnstniating. 

I would say she was taking iiev food regularly up to the time of admission. 
Following that, for a period of three day.s, she had practically no food. The 
only thing she got was 5 per cent glucose solution by rectum. She was vomiting 
and nauseated and in such a serious condition that she was practically nioiilmnd 
for two or three days. 


Dr. George W. Kosmak pre.sontcil Die report of a Case of Rupture 
of the Uterus Through the Scar of a Former Cesarean Operation. 

This patient, Airs. B., was admitted to tlic Lying-In Hospital, October 27, 1!)22, 
in the early inonihig with a history of having gone into labor during the previous 
night (stoppage of pain after an hour). At the time of admission she was in 
good general condition, with a pulse of about 80, not having any pains and com- 
plaining merely of abdominal tenderness on palpation. In view of a previous 
cesarean section, for a generally contracted pelvis, preparations were made to re- 
peat this operation. During tlio afternoon the fetal lieart could not bo hoard but 
the patient claimed she felt the movements of the child. About noon a stiglit 
bloody sho^v was observed. A pcr.soiia! examination an hour later .showed a slight 
woman witli good color, not complaining of anything and liaviug a normal pulse 
rate. The abdomen was soft and the fetus distinctly palpable, giving tlio im- 
pression of being contained in a thin-walled uterus but no signs of fetal life could 
be elicited. The vaginal examination before operation, made for the purpose of 
rupturing the membranes, revealed a closed eorvi.v and no presenting part could 
be felt. Nothing in the patient’s condition afforded any cine to the findiim-.s at 
the subsequent operation. 

The abdomen was inci.sod through the former scar to tlio right and half above 
and half below the umbilicus. The abdominal wall was very thin and as tlio 
pentonoum was cut through, b]ood-.staiiied duid escaped. The incision was enlarged 
and a rapid survey showed an intact amniotic sac with a fetus apparently at term 
which occupied the gi-eatev portion of the right half of the abdominal cavity. 

oped fetus extracted wlimh .showed no signs of life. There was no maceration 
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of the skin, no pulsations in the cord and all attempts at resuscitation were un- 
successful. The placenta and membranes were then readily remored and a further 
examination showed the uterus firmly contracted, well donm in the pelvis with 
an “L” shaped rent involving the ori^nal scar and extending transversely along 
the fundus as shown in the diagram. (Fig. 1.) There was no bleeding from the 
edges of the rupture and only a small amount of free blood in the abdominal 
cavitj'. 

It was not thought advisable or necessary to remove the uterus because of its 
firmly contracted character and the rent was accordingly sutured with interrupted 
plain catgut in the usual manner. There were no other points of hemorrhage. The 
abdomen was closed in layers. 



Fig. 1. — Schematic drawing showing extruded amniotic sac intact wtdt 
slightly attached to uterus at the site of rupture, and the relation of the sac to tne costal 
arch and intestines. The contracted uterus rvith the rent was in great part below t le p 
brim. 


The postoperative convalescence was uneventful and the patient was allowed 
to go home at the end of two weeks. A postpartum examination made on De- 
cember Sth showed the uterus well involuted, anteverted, not tender and quite 
freely movable. The abdominal scar was firmly healed and the patient’s general 
condition excellent. 

The interest in the case resides largely in the complete absence of shock as- 
sociated with the extensive rupture of the uterus and likewise the lack of hemor- 
rhage and complete .extrusion of intact amniotic sac. Instances of rupture of 
the scar of a previous cesarean section are unfortunately not infrequent and care- 
ful studies have been made by a number of investigators to deterrabie the pre- 
disposing factor. Infection of the operative wound, disease of the uterine muscle, 
pregnancies succeeding each other rapidly, prolonged labor without relief, and a 
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.t otter oaosative factors hav. boon bronsht f.r»»a to 
condition The fact that the accident occurs in. the expenenc 
orer^or inahL it incumbent to ueigh the decision in ercry case .hero a ccsarc^^ 
operation is contemplated and to permit a thorough test of labor in each 
sLce .here no absolute dystocia exists, or .here it is not necessary to resort t 
the operation as a life-saxing procedure for the mother, such as in certain ca-e 
of placenta previa, intrauterine hemorrhage, or toxemia, ^ ^ 

In the case under discussion the only factor .Inch comes to mind is the short 
interval betueen the woman’s t.o pregnancies,— only seventeen months having 
elapsed between the birth of her last child and the present accident 

The question of whether a sterilization of the patient was justified must be 
answered by the operator’s own conscience. I did not consider that a uterus 
which was the site of an extensive rupture should be subjected to the rislc of a 
future pregnancy in a woman of tliis tjpe of intelligence. My reasons for not 
removing the extensively lacerated uteims were that the organ had contracted sat- 
isfactorily, there was no hemoiThage and no danger of infection of the peritoneal 
cavity from the rupture because the cervix was tightly closed and no vaginal 
examinations had been made, I considered that the continuance of menstruation 
was of great importance in this case, as this particular young woman would not 
thus be considered isolated in the ranhs of her family and associates. 


Db, Victor L. Zimmeemakn iiresented a report o£ a case of Eupture 
of Uterus in Labor. 

Mrs. H. M., admitted to St. Mary’s Hospital, December 7, 1921, age thirty-six 
years, white, two miscarriages, four children alive after easy normal labors. Last 
menses February 20, estimated time of confinement, November 27. Pregnancy had 
been normal except for slight edema of ankles during last few weeks. 

For four days previous to admission there had been indefinite pains accompanied 
by a slight reddish discharge, without well-established labor until early in the 
morning of the day of admission. After eight hours of hard labor forceps were 
applied by two pbysicians at her home, but after hard tractions for one hour, at- 
tempts at delivery were abandoned and she was sent to the hospital by ambulance. 
At this time the intermittent pains and contractions had ceased, and had given 
way to a severe rigidity of the uterus and abdominal walls, with constant pain. 
Temperature 97°, pulse 152 and weak, respirations 32. Heart sounds good and 
lungs showed no signs of edema, although there was quite marked cyanosis of the 
finger tips. The abdomen was extremely tender, symmetrically ovoid in the upper 
part, but showing a marked, hard, rounded projection in the left iliac region, 
which felt like the fetal occiput and where the tenderness was more marked; no 
fetal heart could be heard. Vaginal examination showed a dry and swollen vulva 
and an old laceration of the perineum. There was a prominent caput filling the 
brim, but no bony engagement. The cervix was fully dilated and well retracted, a 
thm rim only being felt on the right side. She was catheterized and only a few 
drams of bloody fluid obtained. A diagnosis of rupture of the uterus was made, 
and the woman^ prepared for abdominal section. She was given a quarter of a 
grain of morphine and 500 c.e. of saline intravenously. A good deal of bloody 
fluid appeared when the abdomen was opened by a long incision. The fetal head 
wasTound partly protruding through a rent in the lower uterine segment extend- 
mg from the cervix to above the insertion of the broad ligament. The uterus was 

^ sufScient distance to permit the 
y emoial of the dead child. It weighed 9 pounds, 8 ounces. After removal 
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of the placenta the uterine wound was closed with a few sutures, and then a supra- 
cervical hysterectomy was done in the usual way. It was then discovered that there 
was a rent about 1V{> inches long in the posterior wall of the bladder at its at- 
tachment to the cervix. This rent as well as the one in the broad ligament was 
closed with some difficultv'. A gfiuze drain pushed down into the vagina, the peiito- 
neum sewed over the cervix above this drain and the abdomen closed. A retention 
catheter was placed in the bladder. The after treatment was as usual, with plenty 
of morphine and heart stimulation. The patient had a stormy time for only 36 
hours and then convalescence was good. The gauze drain in the cervix was re- 
moved in forty-eight hours ■ and the next day a good deal of purulent discharge 
began and continued for about eight days. The retention catheter was not dis- 
turbed for one week, when it was removed for cleansing and replaced. The blad- 
der was then washed each day witli only one ounce of boric acid solution. All this 
time the urine contained a large quantity of pus. On tlie twelfth day a gauze 
vaginal tampon was inserted and then one ounce of methylene blue solution in- 
jected through the cathetei'. The tampon was removed in ten hours and showed 
no discoloration. 

Three weeks after operation the patient was cystoscoped. F. 25 cystoscopc 
passed with ease, a very foul urine removed from the bladder. The bladder con- 
tour was quite normal except at the base where the trigone was deflected down- 
ward. There was a general basilar cj’stitis of very marked degree; the edematous 
condition worse at the trigone and especially in the region of the right ureter 
ostium. At the base of the bladder was a puckered area, probably the site of a 
suture lino; no pockets were found. "When the catheter was passed up to the 
pelvis of the right kidney the urine was discharged under pressure. The nretei 
catheterized specimens were very clear in marked contrast to the vesical urine. 
Both specimens showed positive culture of B. colon and staphylococcus albus. For 
two months she was treated at weekly intervals. At the end of four weeks the 
cystitis was rapidly subsiding; there was still a positive B. coli culture from the 
right kidney; negative from the left. Pus colls per field, right 15 to 20, left G 
to S. The final examination on March C, three months after operation showed the 
woman in good physical condition, the abdominal wound well healed; a relaxed 
outlet with moderate-sized rectocole; the stump of the cervix not tender, no masses 
in the fomiees and no tenderness. Cultures from both kidneys negative. Urine 
from right kidney 3 to 5 cells per field. Urine from left kidney 2 to 3 cells per 
field. Micturition normal. 


UISCUSSIOA' 

DR. "W. E. STUDDIFORD.— I have had three cases like the one which Dr. Kos- 
niak has just reported. Two of them were operated on, one of them about four 
days after the occurrence of the rupture, and the other one about six days after 
rupture. In the fiist case the rupture was not diagnosed and attempts were made 
after the rupture had occurred to induce labor, with the result that the woman be- 
came extremely septic. On opening the abdomen we found a rupture of the 
uterus to the left of the median line, going through the fundus, with the fetus 
and membranes intact, but as a result of the infection, adherent and the seat of an 
infection evidently with the colon bacillus. That woman died shortly following 
operation. 

The second case was one wliieh I saw during the period of acute pain preceding 
the rupture and made a probable diagnosis of a uterus that was contracting and the 
probability of a rupture of a cesai'oan scar. Operation was declined at that time. 
The patient recovered from the immediate shock. Two days after the rupture 
she apparently was all right and was allowed to get out of bed. but the abdomen 
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vonuunca ai.te.a.a, the utovu. (wlu.U wu. uhout nu.uth^ egn.u.t .Kb 

former! a mass in tl.o cuiacsae, filHag the nppcv povtrou of the pdus. Six 
after the rupture hud occurred, rvc found the mem!, runes, placenta and fetu., 
covered W omentum or slight adhesions, the fetus undergoing maeerat.on and the 
uterus torn through the left horn, to the left of the medmu hue, the utcMis uell 
contracted, and aside from some adhesions of the omentum no signs of infection 
or hemorrha-e. In that case there were a good many adhesions around the tulie 
and a hysterectomy rvas performed. The woman unfortunately died ahout forty- 
eight hours latei; of pneumonia with no signs of infection of the alidomen at 

autopsy. 

The third case was one which 1 reported at a meeting of the Society last winter. 
In that ease there was an acute niptuve and operation was done within an houi 
after the rnptnve had occurred. There was very little shoch, just one acute 
pain and then the fetus was apparently forced into the abdomen, and there was 


very little bleeding. 

There is one very significant tiling in rdl four of these cases, iiudvidiiig Dr. Kos- 
mak’s, and that is the position of the uterine sear. All of these ea.scs ruptured 
through a fuiulal scar. lu tliis case of Dr. Ivosmak’s, judging by his drawing, lup- 
ture oeeurred high up on the right side, and tlien it tore across above tlio old eesareau 
incision into the fundus. In leviewing the reports of rupture of a ce.«arcaii scar, we 
find that the majority of them occur where tliorc is a fiindal incision, and it is not 
cutiroly due to sepsis. It is pvolialily duo to retraction of the uterine niuse.lc at the 
time of suture, or relaxation after tlie suture has boon made, so that tlieie is liealiiig 
of the outer layer of the muscle and poor healing of the middle layer and of the en- 
dometrium, leaving a granulating surface, which probably makes a weakened scar. 

I would like, to ask Dr. Kosniak, in closing the discussion, to dcserilic the loca- 
tion of this scar. 

It seems to mo that in operations on the uterus that the incision should bo made 
not higher than the upper border of the intermediary segment, and that is probably 
one reason foi' the success of incisions in the lower uterine sognicnt. It is also im- 
portant to locate the incision as near the midlino as possible. 


DE. KOSNIAK. — The recital of this case may bring about a feeling of doubt 
ill the minds of some of you as to the diagnostic ability of the stafC of the Lyiug-Iu 
Hospital in the presence of rupture of the uterus. She was seen by the staff man 
and made the trip in the ambulance from lier home to the liospital. She was trans- 
ported upstairs and was seen by the house surgeon and finally by me. Nobody 
made the diagnosis because there was nothing to call attention to the accident, and I 
cannot understand to this day why tlii.s sac after all the transportation and handling 
to which she was suiijoctcd, did not rupture. Palpation of the , abdomen, as I said, 
seemed to show merely a tluu-walled uterus. There was no tendeniess at the time 
that I examined her, although the house surgeon told me when he firs't saw her she 
was quite tender. 


In answer to Dr. Studdiford's question, I would say the drawing docs not quite 
indicate the position of the sear. The original operation was done through the 
midline and the horizontal portion shown in the drawing here was the now rent. At 
the Lying-In, the cc.sarean incisions arc ordinarily made below the fundus aloim- 
the anterior wall of the uterus in the median line. 

I think in tills ease there were probably two factors at work. There was in- 
teetiou in the former puerperium as shown by the more or loss constant temporatu.c 
c nung the fu^t week, and a rapidly succeeding pregnancy. I have had cases with 
very serious infections of the uterine scar that went through a subsequent preg- 

a„v difficullv al ,11. 1„„ i„ ^ 
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between the pregnancies^ whereas in this case there was a total of only seven- 
teen months. 

DE. J. MILTON MABBOTT. — ^hlay I oifer a suggestion as to why the mem- 
branes are found unruptured? It is probably because of the contraction of a 
strong part against a weaker part. The membranes are practically loosened from 
the endometrium. The moment a part of the fluid with the membranes escapes 
from the uterus the abdominal pressure becomes greater by reason of the fact that 
more is extruded into the abdomen outside the uterus. Therefore, there is no par- 
ticular reason why the membranes should rupture after that. 

DE. ZIMMEEMANN (closing). — ^Tliis is the third case I have had of rupture 
of the lower uterine segment folloudng instrumentation and a rupture into the peri- 
toneal cavity. In all these cases there has been an injury to the bladder. I be- 
lieve that the difficult part of the handling of these cases comes after the opera- 
tion on account of the accompanying cystitis. In one of the cases there was an 
abscess of the kidney. I believe that the essential part of the treatment is up to 
the genitourinary surgeon. 


Dr. Edward W. Pinkham presented tlie report of a case of Artificial 
Impregnation and of the Fallibility or Unreliability of X-Ray Pic- 
tures in a Gynecological Case. 

In Case I, besides the fact that conception took place immediately after artifi- 
cial injection of semen into the uterine cavity of a previously sterile woman, the 
bacteriologic liistory is typical, in the writer's experience, of a large number of 
infected eases with a putative gonorrheal history, when the gonococcus has not been 
found. 

Case II is a glaring example of how easy it is to be influenced by laboratory 
findings, in spite of the fact that frequently these findings flatly contradict clinical 
signs and symptoms or, at least, tend to minimize their importance. We all recog- 
nize how general this tendency is, and nowhere is it more pronounced than with 
x-ray pictures. Too many men are convinced of infallibility of Eoentgen findings. 

Case I. — Mrs. X, age thirty-one, haring been married one year, came to the 
writer’s ofiice in July, 1921, to find out why she had not become pregnant. As a 
child she had had scarlet fever, measles, and mumps before ten years of age. At 
fourteen she had jaundice. Ten years ago she had the glands of the neck on the 
right side removed for persistent swelling. Three years after repeated attacks of 
tonsillitis, which she had had from childhood, she had a tonsillectomy'. Her periods 
up to five years ago. were regular, of the twenty-eight day tyrpe, since then they 
have been every twenty-four days, lasting for from four to five days, with moderate 
flow and no pain. Bowels regular. In December, 1920, she went one day without 
passing water. When she did pass it there was considerable pain. TMs lasted only a 
few days. In March, 1921, while in Eome, she went over her period six weeks, but 
flowed not much more than normally after a good deal of active travelling. In 
June, 1921, period was less in amount and accompanied by severe backache. She 
passed a large plug of mucoid material just after the flow ceased. During her 
July period (11th to 15th), wliich came on time, she had a good deal of burning 
on micturition. This has continued to the present time, July, 19. She has pain 
on coitus and has lost twenty-one pounds since December, 1920. Examination showed 
the uterus acutely anteflexed, and somewhat immobilized. Eight tube very tender 
to touch. Right ovary enlarged. Marked endocervicitis with proliferation. Pro- 
fuse mucopurulent discharge. Repeated smears from the vulva and cervix showed 
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■ many diplococci morphologically the same as the pneumococens. 

Urine, not catheterized, shmved a marked trace of albumin, much pus. Husband 
acknowledges gonorrhea fifteen years ago, with a “slight” attack six yoais ag . 

Treatment consisted of rest in bed most of the time. Tampons of glycerine, 
hot douches while acute symptoms lasted. The cervix was then treated 
five per cent alcohol injections and intracervieal applications of gentian violet, littj 


per cent. 

On November 30, all pelvic symptoms had entirely disappeared for more than a 
month. The Carey test for tubal patency was tried. A short while after the pa- 
tient had gone home, she had a slight pain in the left side wliich lasted for one 
and one-half hours. On December 15, one and one-half hours after mtercourse, 
sperma in the vaginal pouch were found inactive, wdiile those in the cervix were ac- 
tive. With a Carey pipette, 1 c.c. of cervical fluid with sperma was injected into the 
uterine cavity. At this time the cervical condition was very much improved: no 
erosion or swelling. There was a moderate amount of cervical plug. No coitus af- 
ter injection. On January 4, 1922, she was nine days overdue and, had had some 
crampy pains. Patient went on normally to full term, giving birth to a 6% pound 
baby girl on September 15. The labor was dry and the position O.D.P. Delivery 
was normal, without tear. 

The baby had double talipes varus. On the third day she developed a conjunc- 
tivitis in the left eye, although the usual hospital prophylactic instillation of argyrol 
had been done. This was aborted by hot boric acid lavage. TJie microorganism was 
the pneumococcus. Two days later the other eye showed some redness, which sub- 
sided under the boric acid treatment. Five days after birth the left breast showed 
some swelling, wMch went down after bandaging. Two days later she developed 
an abscess in the right breast, wliich was incised. The microorganism was the 
staphylococcus albus. 

The interesting point in this case, from a bacteriologic standpoint, is the pres- 
ence of the pneumococcus, both in the mother and child. It has been the writer’s 
experience that, in a large majority of chronic cases of cervicitis when there has 
been exposure to the gonococcus, the pneumococcus, or a microorganism morphologi- 
cally indentical, has been found. This applies to chronic cases in little ^rls as well 
as in adults. The importance of this is, in the writer’s opinion, in the treatment; 
mild antiseptic lavage being preferable to the stronger silver treatments. 


Case II. — In July, 1922, the writer was called to operate upon a supposed case 
of intestinal obstruction. Before leaving town, he was asked to go to the office 
■of a well-known x-ray specialist and look at the picture which had been taken two 
days before. The specialist pointed out an obstruction in the jejunum. He was 
very positive in his diagnosis and urged immediate operation. The family doctor 
was ^so convinced of the necessity of surgical intervention, but was not quite so 
positive. On arriving at the patient’s home the following history was given: The 
woman, thirtj'-nine years old, had been vomiting for the past ten days; had been 
unable to retain anything, even fluids. The retching was growing worse every day. 
The bowels had been moved by enema the day before. There had been no tempera- 
ture, but the pulse was about 100 to 110. She had two children, 17 and 6 years 
and several miscarriages. ^ She had been troubled with constipation since the birth 
of her first child. In April of this year she had a phagedenic ulceration at the post 
commissure of the introitus vaginae, which had yielded to silver nitrate and rest in 


Temno^r "" al^domen, no distention and no tumor. 

SSw TbT r amount of 

swelling on both sides, with a good deal of pain on palpation. The uterus was 
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somewhat fixed. Tiic patient’s liowcls had been moving wlicnovcr a laxative ov 
enema had Ijcen given. 

She was not operated on. Appropriate treatment for the pelvic condition relieved 
the patient of all symptoms in a few days, and in two weeks she was entirely well 
and has remained so over since. Undoubtedly, this was a case of reflex stomach ir- 
ritation from pelvic inflammation. There was no sign of intestinal ob.struction 
clinically, and only the symptoms of vomiting and the x-ray picture to justify such 
a diagnosis. 

DISCUSSTOX 

DE. W. H. CARY. — I want to cniphasizo the ■ fact that I am more and more 
convinced of the importance of cndoeeiTicitis as a cause of sterility in the female. 
There is no question but that a great deal of sterility is duo both to the result of 
infection and to the presence of the thick gelatinous, tenacious plug that we sec in 
these long established cases of infection with h;vpersecretion of mucus. 


Dr. 0. P. Huhpstone presented the report of a case of Dystocia from 
Fibrosis Oervicis. 

Mrs. — was admitted to the ilethodist Hospital on July 21, 1922, having been 
referred early in her pregnancy. 

She gave the following history: forty-nine years of age, married twenty-seven 
years, she had had eight children, the oldest twenty-six years old, and the last 
previous child 10 years ago. Her previous labors had all been difficult and ended 
in forceps deliveries, none followed by any infection. She had had iio miscarriages. 
She was operated abdominally fourteen years ago and a largo ovarian cyst was 
rejnoved from the right side. Her menstrual life had been entirely normal up to 
Oct. 12, 1921, when the last menses occurred, and she supposed she had reached the 
menopause. She consulted her family physician after missing her second period, 
and he, flnding the uterus enlarged, referred her to me. AVhen told she was pregnant 
she laughed me to scorn, but consented to be kept under observation. Quickening 
occurred in the middle of February and she wa s duo to be confined July 19, 1922. 
Her prcgnanoy was without incident except for the development of an unusually 
large fetal ovoid. I sent her to the hospital for study because of the overdistention 
of the uterus from an evident .single fetus, without undue fluid, when she had passed 
her full term of her pregnancy. On her admission, examination showed a well built 
woman of middle life weighing 160 pounds, 5 foot S inches tall, with satisfactory 
findings of heart and lungs and kidneys and g.all bladder but with considerable 
edema of the lower extremities from intraabdominal pressure. Her pulse and respi- 
ration were normal. Her blood pres.sure was 120/70. Her blood picture normal. 
Her urine contained a trace of albumin. The fundus measured 40 cm. The head 
presented at the brim, hard and large, the fetal heart, 124, in the loft lower quad- 
rant. The uterine musculature was thick and firm. Rectal examination showed the 
pre.senting pait above the brim; the cervix 2 cm. dilated, IVG cm. thick, a firm hard 
ring high up in the pelvic cavity somewhat fixed. The full significance of these 
finding.-; did not impress me at the time. She was not in labor. 

Aly impression was a healthy elderly parous woman at term or over, with a some- 
what oversized child. I entertained and advi.ced induction of labor at term. 

She was given two ounces of castor oil and this was followed in three hours by 
ten grains of quinine by mouth, and a twentieth of a grain of strj'chninc by hypo- 
dermic. At the end of twenty-four hours .«he h.ad no further residt from these than 
a thorough piirgation and a hoadaclie. Phe was then prepared and taken to the 
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labor room and ^vitbout aoostbosla ^va. bulrmod to labor by stvirph.g the mombranc, 
introduction of a soft rectal tube into the lower zone of the uterus and tl'C nmey 
tiou of a No. 3 Voorhccs bag into the cervix. At tins time I noted the caitilagi- 
nous hardness of the senile cervix and feared lest it would not dilate. Note was 
also made of the inelasticity of the vagina. 

She was put back in bod and promptly began to have labor pains which in four 
hours had become very strong and almost continuous, requiring a sixth of a gram 
of morphine to ease the. suffering. In eight hours tlie labor pains had entirely died 
away, the baby’s condition was excellent; and the mother weary from the efforts at 
labor but otherwise in good condition. The cervix was just as before 2 Vj cm. di- 
lated, 1% cm. thick like a cartilaginous ring with the Voorhccs bag jammed down 
into it. After twelve hours witli no furtlier lalior, consideration was given to op- 
erative delivery. Diihrrseu’s incisions with a Selmchardt incision of vagina and 
perineum wore thought of and discarded because of the large baliy with hard 
head and the general rigid condition of the pelvic tissues. Cesarean with im- 
mediate hysterectomy was determined upon as oifeving tlio best cliancc to botli 
mother and child. The operation took forty minutes and was complicated by 
adhesions at the seat of the previous ovarian cyst operation on the right side. The 
cesarean wound in the uterus was not sutured but packed and an undue amount of 
blood was lost wliile getting the clamps properly placed on the right side. The 
babj', a boy, weighed 9 pounds, ,11 ounces, alive and normal, 54 cm. long and in the 
oceipito bregmatic diameter 12 cm, with a biparictal of 10 cm. The patient’s 
pulse at the beginning of the operation was 110 and at the end 135. She left the 
table in good condition. At the end of two hours her pulse was 110 and regular, 
of good quality. She was given a hypodcrmoclysis at once after returning to lier 
Imd which was placed in low Clark position, and she was thoroughly morphhiizcd. 
She continued to improve for seven hours after the operation when she suddenly 
wont into .sliock and inside of an hour was pulseless, unconscious, and seemed to be 
approaching dissolution. Her Imsband’s blood had been found to match her.s and 
490 C.C. were given by the citrate method arid worked a miracle. In an hour her 
pulse could bo counted at 152, slic had a reactionary temperature of 103. 5®. Tiic 
usual stimulants, hot coffee by reettini, external heat and adrenalin chloride, and 
complete morpliini/.atinn. were exliibitcd. At this time her blood pressure was 
100/50 and her color index 1, the red cells 2,692,000, 53 per cent hemoglobin. 

Her convalescence was marred on the seventh d.'iy by the development of a 
cystitis which in the light of her marked secondtiry anemia, resulted in a profound 
disturbance of the “pace maker’’ of the heart, to quote the internist who saw her, 
and the practical effect was another collapse and sliock. Another transfusion of 
300 c.c. of the limsband’s blood brought as immediate improvement as before and 
she went on to further uneventful surgical convalcscoucc. The abdominal wound 
healed by primary union. Examination on discharge 26 days after operation showed 
a slight exudate in the vault of the vagina. Bed cells, 3,696,000; fifty -nine per 
cent hemoglobin, 8800 leucocytes. Her blood pressure remained abnormally low, 
90 over 50. The menopause symptoms were very marked, much more than usual 
after hysterectomy with Inlatcral salpingo oophorectomy, but we have seen this often 
in the presoneo of severe secondary anemia. Her condition was much improved 
hy the hypodermic use of lutein and. iron and arsenic. 

Tlie baby loft the hospital well with the mother. 

Summary: Ercgnancy in advanced life; dystocia from senile fibrosis of cervix 
failure at attempts at induction, cesarean with hystorcetomy, delayed shock, trans- 
Hision, prompt reaction, secondary shock from urinary sepsis complicated br the 
presence of profound anemia, transfusion, normal reaction, profound menopause 
.-mptonis in presence of .seeondaiy anemia, recovery of moth r and child " 
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Deductions from tlie experience: 1. Never induce labor in tlie presence of senile 
fibrosis of cervix. 2. Always tabe a few sutures in the uterine incision in cesarean 
operation if a hysterectomy is to. follow to prevent undue bleeding. 3. Menopause 
symptoms when associated 'with serious secondary anemia are always more urgent 
and very satisfactorily controlled by the hypodermic administration of lutein and 
iron and arsenic. 

DISCUSSION 

DB. A. M. JUDD. — ^It would seem to be more logical in a ease of this kind to 
do a hysterectomy first and then a cesarean. It is very easily accomplished and 
you are not going to kill the child by any such procedure. It has been done in 
some of my cases. 


OBSTETRICAL SOCIETY OF PHILADELPHIA 

STATED MEETING, OCTOBER 12TE, 1922 

The President, Dr. Stephen E. Tracy, in the Chair 

Dr. Norman L. Knipe read a paper entitled Version in the Manner 
Suggested by Potter, as a Safe, Routine Procedure in Delivery; “with 
a Report of over a Hundred Consecutive Cases without the Death 
of a Child. 

My purpose in reporting this series of over one lumdred cases of version with- 
out the death of a child, is simply to add the result of my experience to that ob- 
tained by others who have given modem version a fair and unbiased trial. 

Version is not a new procedure; neither are most of the many surgical opera- 
tions we do 'today -without thought of failure. But in the last twenty years these 
operations, due to our increasing skill in teclmic and asepsis, have given us favor- 
able results -ndiich we were never sure of before. 

Is there any reason, therefore, in our refusing to accept the possibility that 
even such an ancient obstetrical operation as version may be so improved as to 
give us end results decidedly superior to those of Nature at her best? 

If we allowed Nature to have her way, few of us perhaps, would be here to- 
night. We should certainly not have to worry about the overpopulation of the 
world a hundred years hence and that always interesting, much-discussed and ex- 
citement-producing subject of birth control 'would cease to have any interest what- 
ever. 

I believe that version, modem version, is a safe routine procedure to follow by 
the skilled obstetrician in nearly all cases of labor. You will not agree ■with me if 
you are thinking of version in the clumsy -way it was formerly managed. Neither 
-will you agree with me if, putting yourself in a previously antagonistic attitude, 
you read Potter’s book and don’t practice the operation. 

I might say here that I do not agree ■with -Potter in tliinking it is a safe pro- 
cedure for the physician doing occasional obstetrics to follow, unless ho has been 
carefully taught the method on a large series of cases and then follows it routinely. 

I say this because although I visited Buffalo and saw Dr. Potter deliver a number 
of cases, 1 often foimd myself in the beginning, forgetting occasionally some of 
the steps which should be remembered to get good results. Gradually liowcver, I 
became more confident and expert as the number of cases increased. 
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B^memLer tKat one of the satisfactory things about version is that it docs not 
make the slightest diSerence nhat the cephalic presentation 
always done in the same way and the after coming head may 
the desired oblique diameter of the pehdc inlet. The only presentation i t 

desirable is that of the breech. _ 

A brief outline of my first hundred cases may be of interest. Left presentations 
about 60 per cent; right presentations about 30 per cent; one case of twin birti. 
The presentation of a few of the cases seen in consultation, has been forgotten. 

Two cases of shoulder presentation which during pregnancy had been diagnosed 
as transverse. 

Two cases of placenta previa, neither case central in type but both cases bleeding 


at the onset of labor. 

Two cases associated with gonorrhea contracted with the pregnancy, i.e., newly 
married women becoming pregnant by infected husbands. These two cases had a 
very satisfactory afebrOe convalescence. 

There were several cases in which previous labors had been very difBcult. One 
of these cases I delivered safely of the third child. The first two babies had been 
lost by difficult forceps deliveries. 

Another case gave a history of a very difficult forceps delivery with first child. 
She received a complete tear through the sphincter and was referred to me for a 
repair. Naturally she looked forward to her second pregnancy with fear and 
trepidation. Notwithstanding the fact that she was two weeks' overdue and re- 
quired the insertion of a bag to start labor, her delivery was not difficult. A tear 
of only three-quarters of an inch in length occurred through the inelastic perineal 
scar tissue. 


In the nest series of 100 or even of 50 cases, I might misjudge the relative 
proportion between the size of the pelvic inlet and the fetal head and attempt 
version on cases that should have had cesarean sections. But certainly I should 
make the same mistake by applying forceps; and any case that may be delivered 
safely by forceps may be delivered by version. 

So fav I have been fortunate and have had no cases of abnormally large heads 
or excessively flat pelves to cause trouble. 

I have done the Potter version on every case that I could get to in time. If I 
have found the head so far advanced that the usual damage caused by the hard 
head digging into and tearing the levator mnsele and pelvic floor, had already 
occurred, I have allowed the head to keep on coming and have tried to preserve, so 
far as possible, the more unimportant perineum. 

I agree most emphatically with Potter, that less damage is caused to the pelvic 
floor by version than by a head presentation. This I have proved by repeated 
examinations. 


After thoroughly stretching and enlarging the vaginal canal by the proper kind 
of manipulation, the feet, the legs', the thighs and then the buttocks and body are 
brought down, dilating the vaginal canal in the same cone-like way that the Voor- 
hees bag dilates the cervbc. One does get quite often small tears of the perineum, 
but I have always thought that these were caused by too much anxiety and haste to 
end the labor and could have been generally prevented by a calmer and less liasty 
deliverj-. But such tears are unimportant compared to the more severe and com- 
plicating injuries to the pelvic floor. 

In any delivery of a pregnant woman; 1. We wish to deliver the mother safely 
and leave the birth canal in good condition. 2. We wish to deliver a living and 

th™fi i f suffering as possible, and 

the most logical way to do this is to shorten the time of her labor 

These three things we are able to do by version; 1. We are able to deliver a 
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living and uuinjuved child as frequently as may be done in normal deliveries or 
in deliveries with forceps. 2. We can do so with safety and loss injury to the 
mother. .‘I. We can save her from the worst of her labor pains and cut the time 
of her labor in half. 

The objections to version as a routine procedure seem to be as follows: 1. It 
is said to bo more dangerous to the child. This I do not believe. 2. That it is more 
Idvcly to produce septic infection, because the hand is introduced into the vagina 
and uterus. I have not found tliis to be true. Tlie temperature charts of version 
cases seem to be more nearly normal than ceprh.alic cases. And this is due I be- 
lieve, to the loss Iiruising and tearing and thorough cleansing sustained by the birth 
canal in performing version. It is my firm belief that practicallj- all of the sapremic 
temperatures occurring after labor, result from wounds in the birth canal and not 
from any uterine infection except in a few eases of retained secundincs. 

Those who are constantly declaiming about the danger of inserting the hand 
into the uterus, or even examining a case while in labor, seem to forget entirely, the 
various opei-ations in which entrance is made through the vagina not only into the 
utej’us, but into the peritoneal cavity itself. I miglit mention vaginal hysterectomy 
and hysterotomy, the iuter'position operation, etc. It was not more than a few years 
ago that I listened to a member of this Soeietj' advising quite emphatically that 
every cesarean section which had been previously examined through the vagina, 
should have the uterus removed. Of course the pendulum has swung backward to 
more or less sanity and normalcy, but' there are obstetricians who are still confused 
as to the entrauces and exits of the body and use the rectxim for other than its real 
purpose. 

Finally, I have given version a good trial. ' I like it and shall continue to use 
it because the results arc better than I have obtained in any other way and I have 
succeeded in shortening the time of the mother’s labor and thereby saved her much 
suffering. 


Discussioisr 

DE. WILLIAM B. KICHOLSOIv. — It is a matter of great imjrortance that we 
have a dear and definite idea as to just what wo are about to discuss. As I un- 
derstand the question it resolves itself into whether wo are willing to advocate the 
use of version in uncomplicated normal labor in order to save the woman the ex- 
perience of the second stage. Put in this way it will be noted that the question of 
version to meet pathological conditions is not under discussion. Indeed there could 
be no difference of opinion here as all obstetricians arc in accord in believing that 
version frequently offers the best and in many instances the only method suitable 
to effect deliveiy. 

It will also be noted that the question as to whether Lv. Potter is acting wisely 
in conducting his cases according to this plan is not under discussion. In order to' 
clear the way it is only fair to state that Pr. Potter is without doubt the most 
export versionist in the world today and that he has done a marked sen'ice in stand- 
ardizing and emphasizing the operation though, after a careful study of his technic 
as given in his book, I fail to find in his technic anything essentially new. It goes 
without saying that any nonnal case can be delivered by version at the end of the 
first stage. Not only has Pr. Potter proved this, but it has been the common knowl- 
edge of the profession for ages. 

Now as to the question before us, namely, our sanction of the operation of 
version in normal case.s. This is the real point at i.ssuo and we should discuss it 
with a full realization of our responsibility in the matter. We must realize that 
wo are discussing an obstetrical procedure advocated for normal cases and we must 
remember that while the ordinary practitioner does not consider himself competent 
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to do tlio major oiieratioiis, lie docs feel tliat Ids oxiiorionce in oli- 

stetries lias made liim perfectly competent to deliver a normal case. If therefore 
this Society goes on record as advocating version in normal labor to prevent the 
suffering of the second stage rve shall assume a responsibility from Avhich I for 
one mos't certainly shrink. Can wc honestly say to our fellow practitioners that it is 
right for them, forsaking the well established means of control of piain and nul- 
lifying Nature’s mechanism, to routinely convert normal head presentations into 
those of the breech? 

This operation of version is a major olistetrical procedure and for its safe per- 
formance, good judgment, aseptic technic, and deep anesthesia arc prerequisites. I 
am frankly of the opinion that if this Society should set its seal of approval upon 
this procedure there will be much time saved in the practice of obstetrics in this 
locality together with a perfectly unjustifiable loss of fetal and maternal lives. 

DR. COLLIN FOULKROD. — If we arc discussing the introduction of version in 
place of normal deliveiy, and I take it this paper has been presented with this end 
in view; it seems to me that more than one voice should be raised in this Society 
to stamp its di.sapproval upon such an action. If 60 per cent of Dr. ICnipe’s cases 
were left sided children the majority of that 60 per cent were L. O. A. and in 
my experience my L.O.A. deliveries arc normal, with perhaps a slight cutting of 
perineal body. It has been mj' c.xperieiice, just as Dr. Potter ex]ircssed it, that 
the record in textbooks regarding right sided babies making only 5 to 10 per 
cent of the total is inaccurate, that there is a growing increase of right sided chil- 
dren; these make up the biggest bulk of the obstetric operations today and arc per- 
haps the major field for forceps delivery and version. Neither Dr. Knipe nor Dr. 
Potter have demoustrated to me that they can stretch the vagina with their fingei'S 
as well as it can be stretched by the bag of waters, or by the head, nor do I believe 
that when I stretch the vagina for version none of the muscle fibers give way; the 
muscle maj’ bi'eak even if the mucous membrane is intact. It is far better for us, 
as pointed out, if wo have need for such stretching, to cut. Certainly 60 per ce5it 
being first position children would have given good dilatation, but if any one at- 
tempts to do a version he must take into consideration the laceration of the upper 
pelvic canal as well as the lower and it is impossible for them to convince us in 
eight to ten pound babies, of which wo see a certaiir proportion, that they can do 
version as well as head presentation. I rather hoped that commendations would be 
placed upon the improvement Dr. Potter has instituted. Several things arc new 
which have come out, so I believe much can be learned by studying his book and 
method and much can be. learned by way of relieving women of pain. 

DR. DAhilEL LONGAKKR. — I want to say that I agree veiy fully practically 
with everything that has been said and I want to congratulate Dr. Knipe partic- 
ularly upon his brilliant results. He has certainly shown very remarkably good 
judgment. There is one point, hower'er, in which I cannot agree with Dr. Knipe. 
If I did not misunderstand him, I think he said that any baby that could be de- 
livered by forceps could also be delivered by version. I must say, if this be true cer- 
tainly Potter would substantiate it, but he docs not. In June, 1021, I spent three day.s 
and two nights with Potter. I saw him deliver eleven babies. The last ease I saw was 
certainly worth a trip to Buffalo ; more about it later. I would say to Dr. Nicholson, 
while I agree Avith AA-hat he says and while I AA-ould second the Avo'rd of caution in re- 
gard to the general adoption of this method, I believe if he went to Buffalo he would 
see that there is something totally now thci-c, something of which written accounts 
give an inadequate idea, an amount of team Avork and consistency of operating which 
IS ncAv. I have never seen anything, or read anything like it and I am sure Dr 
Nicholson will sound a different note after ho comes back. To come back to my 
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story, the last one of Potter’s cases proved Dr. Knipe’s statement is not correct. 
This was a patient that ought to have been a very favorable case for version. She 
was a multipara, actively in labor. Her membranes had not ruptured. Potter af- 
ter his usual method, worked a few minutes, and I saw him begin to worry, 
usually he does not. He worked probably thirty seconds longer and taking liis hand 
out and turning to the relative he said, “Doctor, I cannot turn this baby,” there- 
upon he had ready a pair of short forceps and made a very skillful forceps delivery. 
Now I think this may be accepted as proof that every case cannot, or ought not, 
be delivered by version. I do not care to state my own results, but I have prob- 
ably not used as good judgment as has Dr. Knipe. I have had no trouble, I have 
not gone over all eases; there have been approximately 150. I have turned 
cases whicli I should not have turned. There are, I may say, certain women 
whose expulsive pains come on so rapidly that unless one gets the feet down very 
promptly he is going to have difficulty. Going back to the early days of this So- 
ciety, of “version versus forceps:” There is no doubt in my mind, demonstrated 
by my own work, that you can get a larger bab}' safer through the pelvis • by 
version than by forceps. The worst lesions inflicted on women were from forceps. 
That these same eases could be safely delivered by version and without traumatism, 
is equally true. Probably the increased class of bad cases we see, the cystoceles and 
rectoceles, are the women who have had a large number of children unaided. There 
is another way of proving whether version makes fascial and muscle tears and that 
is to examine the patients afterwards. Examine your cases after a month and two 
months and I am sure you will be delighted with the results. I am convinced by my 
own examinations that many of these women present healthy intact canals, practi- 
cally virginal; the same cannot be said of forceps. 

DR. GEORGE M. BOYD. — Tliis Society had the pleasure of hearing a paper 
on version by Dr. Potter of BufEalo about a year ago. I then stated that I believe 
in the use of version for the usual indications, hemorrhage or faultj' position of the 
fetus but do not approve of its routine use for the purpose of eliminating the second 
stage of labor. Sometimes version is of value when the forceps fail. I believe the 
time element in labor is very important. This method of accouchement forcS not 
only interferes with nature’s physiology of labor but may be unnecessary and 
harmfid. By performing version for the purpose of shortening the second stage of 
labor, you add much work to the obstetrician, for every case is made an operation 
and you relieve the patient only of the second stage pains. In a review of 10642 
deliveries at the Philadelpliia Lying-in Cliarity, I found that in nine cases out of 
ten, labor was spontaneous and that our conservative method of delivery gave a 
satisfactory fetal and maternal mortality. Only in one case out of ten was some 
manual or instrumental assistance necessary. 

DR. EDWARD A. SCHUMANN.— I think the discussion has been diverted more 
or less into the matter of the technic of operative delivery. The real question is 
whether or not the profession cares to accept the challenge which was flung to them 
almost simultaneously by Dr. De Lee of Cliicago, and Dr. Potter of Buffalo, that 
every obstetrical case should be terminated by operative means. Shall we endorse 
the method of Potter by version, that of De Lee with his prophylactic forceps and 
formidable episiotomy or shall we insist that normal labors be allowed to terminate 
spent aneoxisly. Of the two operative procedures I am strongly in favor of Potter’s 
method, but I wish to emphasize here my very strong opposition to the termination 
of normal labor by any operative interference whatever. 

DE. ALICE WELD TALLANT. — I feel, with Dr. Nicholson, that in laving so 
much stress on shortening of labor, when it only shortens the second stage. Dr. Pot- 
ter makes a great mistake. I tried to speak of that when he was here. I agree with 
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Dr. Nicholson that the first stage is the time when patients suffer the most. ^ Ber- 
ing the second stage the pain is comparatively short. As to performing version in 
every patient in second stage it does not seem rcasonahle. Dr. Knipo is to he con- 
gratulated on having shoivn better results in fetal mortality than Dr. Potter. 

DE. J. STDAET LAWEANCE.— One of my reasons for being opposed to Pot- 
ter’s indications for version is a fear of entering the vagina. I think that I have 
some grounds for tliis fear when I look back over the records of St. Mary’s for 
the past year. The service there consists of three classes; First, clinic; — Second, 
emergency; — Third, cases we call non-service (not delivered by the obstetrical staff). 
The clinical cases are conducted without any vaginal examinations at all. Eectal 
examinations are used entirely. The emergency cases come to us after having a 
great many vaginal examinations, and. sometimes attempted operations. Our morbid- 
ity standard is based on that of Eotunda Hospital, of Dublin; i.e.. Tempt, above 
99° thrice, and pulse above 90. For the past year I find the morbidity of the 
clinic cases is 7.25 per cent; while that of the emergency cases is 21 per cent. Al- 
though this is a small number of eases; i.e., 295, these figures indicate that there 
is some danger in needlessly entering the vagina. I advocate version if the class- 
ical indications are present, but not as a routine. In 1919 out of 243 labors from 
7 to 10 lunar months, there were four versions; maternal mortality 0; infantile 
mortality four. In 1920 out of 302 labors from 7 to 10 lunar months there were 
seven versions with an infantile mortality of four, and maternal mortality of one. 
In the year 1921 out of 262 labors there were 16 versions one infant dying; ma- 
ternal mortality 0. 

DE. CHAELES S. BAENES. — I was very much interested in the reference Dr. 
Longaker made to the failure in accomplishing version in one case of Dr. Potter’s. 
I am impelled to ask why he did not succeed. Was the head too far down? I 
did not know he ever admitted failure, except in that case. I perhaps use version 
more often than I used to do, although I have always used it a good deal. Fre- 
quently in cases in which formerly high forceps were supposed to be indicated, I suc- 
ceed much better in doing version. I have had a series of cases in the past months 
in wliieli there was moderate flattening of the pelvis, in some of which the head 
was fixed, in which I contemplated forceps but in a number of them did version 
and extraction. 

DE. LIDA STEWAET COGILL. — Dr. Khipe should be congratulated for pre- 
senting a topic upon which there is such a difference of opinion. Tonight we are 
talking about routine version in all eases, I would ask does he mean that our stu- 
dents and internes shall be taught that routine version should be done in every 
case? I would like to ask what form of anesthesia he uses, the length of time it 
takes to “iron” out the vagina, and the perineum and if he will state the number 
of cases of maternal mortality, as reported by Dr. Potter. 

■ I heartily agree with Drs. Schumann and Nicholson, in the cases I have heard of 
recently where sepsis followed routine version, colon bacillus wns given as the cause 
of infection. Is it not likely we will frequently have that form of infection if 
long manipulation of the parts, due to ironing out the vagina, is practiced? In 
Dr. Knipc’s ease he brouglit out that he had noticed early that the patient had a 
very foul rectal discharge. Would not that really have been a contraindication for 
version? 

DE. ENIPE (closing).— The Potter version differs from the ordinary version 
and there is as much distinction between Potter version and ordinary version as 
there is between old methods of operating and present-day methods. Potter irons 
out the vaginal canal for about ten minutes because he wants to get results; that 
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result is thovougli strctehing of the levator aui muscle. Dr. Poulkrocl said I spoke 
coutinually of the more unimportant perineum and vaginal floor; vhen the head 
comes do^Yn it digs into the pelvic floor and it dilates by tearing. The iielvie struc- 
tures above I continually emphasized as being the most important in the whole 
vagina. Now as to advising routine version for the general practitioner, I state 
in my paper I do not. I said that modern version ought to be taught in our medi- 
cal schools to .students so they will have a chance to use it. I believe it is just 
as logical to do cersion i-outinely as it is to do anything else routinely where we 
think it is an improvement on what wo have had before. We do cesarean section 
on certain cases. I think wo have just as much right to emphasize this version as 
cesarean section. Now we do section with impunity and we have a right to do it. 
Dr. Tallant mentioned the length of the first stage and the shortness of second 
stage. What is the first stage of labor? The -first stage of labor is up to complete 
dilatation of the os. What is the period of labor between complete dilatation of 
the os and time it begins to come from pelvic outlet? It has no name. I have seen 
and you have seen a head being pounded for hours, long after the os dilated. Then 
is the tune to do version at full dilatation of the os and save the woman a great 
deal of pain. In answer to Dr. Cogill: I have always used chloroform, as a rule 
Potter does. I have never had bad results with chloroform anesthesia in confine- 
ment. It takes about ten minutes to iron out the pelvic floor. I do not remember 
what Dr. Potter said about matenial mortality. I had one case of maternal mor- 
tality and I think Dr. Cogill is right, if I had noted the odor I possibly would not 
have done a version for fear of contaminating, but it was not until I started to 
manipulate that this material was squeezed out and then I went ahead with the 
version. 


Dr. Collin Foulkrod reported two eases of Encephalitis Complicating- 
Pregnancy and a ease of Acute Anterior Poliomyelitis Complicating 
Pregnancy. 

The recognition of encephalitis is of recent origin. 

The reaction of pregnant women during such complications has proven, in our 
experience, to be of such importance that we think it best to place on record the 
history of those cases which have occurred in the service of the Presbyterian 
Hospital. 

It is of general importance to note that in both of these cases the patient showed 
convulsive twitching. This twitching was mistaken by the general piactitioner for 
eclamptic convulsions and the patient was sent in as an eclamptic. 

Our suspicion was first aroused by the low blood pressure and absence of urinary 
irritation in one ease and in the other it was extiemely difficult to difl'oientiatc be- 
tween the two because at times there was a. cloud of albumin and the pulse tension 
did rise to 160 systolic in the middle of the disease. 

Lalxu- in these cases assumes the same type as is seen in other acute infections. 
Pelaxation of the cervix, a flaccid uterus and yet a normal delivery. There was 
no marked hemorrhage after delivery. The patients were .shocked afterward and 
in the seriously ill case immediate death occurred. In the other one: death from 
complications at a later date. 

In the one with cord involvement the patient lived but the baby apparently died 
in ntcro. 

1 he prognosis is as serious as that of the complicating diseases and while I 
think that labor may be a factor in the death of some patients, still I think that 
thev were so ill they would have died anvhow. 
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(3_^gE 1. 2ilis. A. S., admitted to liosintal witli tlic history of liaviiif;- laid in- 

fluenza two weeks previous and having been ill for a week after being admitted. Her 
temperature was normal; pulse tension IdO systolicj urine scanty and shonod <i laigo 
trace of albumen and granular easts. 

She was placed on eliminative treatment and at the end of twenty-four hours 
pulse tension dropped. At the end of for*ty -eight hours her pulse tension was IdO. 
She was semiconscious and delirious. On examination cervix found to be one-third 
opeiij membranes pouching and head in the pelvis, yieinbrancs ruptured and lir- 
ing child about twenty-eight weeks (female) born. 

Patient then continued in about the same condition with irregular nervous 
twitching over all the body, pain in abdomen, ptosis, paisy in area of third nerve. 
Some irregular muscle twitching. Pupils somewhat fixed. On the fourth day she 
developed a paralysis of the left side, the arm first and then the foot, accom- 
panied by stertorous breathing. The case was diagnosed as epidemic encephalitis. 
Hemoglobin eighty-nine per cent. Leucocytes sixteen thousand, red cells four mil- 
lion eight hundred. The urine increased in quantity until she was passing .seventy- 
five ounces per day. Very faint albumin, no casts except a few hyaline at one time. 

On Fob. 29, 1920 she complained of seeing double, no headache preceded, only 
indigestion and some backache. At noon the same day she developed high fever. 
On Mar. 2, 1920 she was irrational, wanting to get up out of bed. Tliore was 
twitching of the muscle and she was still seeing double. 

On Mar. 11, 1920, Mrs. fi. had a convulsion at lil.r I’.M. with which she vomited 
greon liquid. After a venesection, she was given a hypodcrmoclysis of 700 c.c. H. ss 
she seemed less stupid, was exceedingly restless. By midnight she was aroused 
with difficulty and there was almost constant twitching and moaning. After mor- 
phine at 1:15 A. xt. tlie patient was quieter. Toward morning her speech grew 
thick and muttering. The pulfiness of the face had increased. Since midnight 
she had taken some milk and xvatcr. 

On Mar. 13, 1920, she was unable to use the loft arm and puffing out side of 
mouth, the following day was unable to use left leg. There was a weakness of the 
third nerve supply on each side as shomi b}' bilat. ptosis and there is also some dis- 
ability in the ocular rotation. The tendon reflexes of the lower limb are slightly 
diminished. There can be no doubt as to the diagnosis. 

On Mar. 18, 1920, lethargy deeper, can be aroused with effort. Kespiratiou shal- 
low, rapid, involuntary movement of trunk, neck and limbs more constant but not 
violent, rigidity of nock muscles, appears fatally ill. Wassermann negative. 

Summary of Autopsy Findings — Brain, moderate edema of parietal lobes! Marked 
perivascular round cell infiltration most marked around the foramen of Sylvius and 
in the cervical cord. 

Heart; cloudy swelling and dilatation. Lungs, atelectasis of right lower lobe. 
Kidneys, diffuse miliary abscesses. Liver, cloudy swelling. Left ovary; dermoid cyst 
15.5 X 15 X S.5 cm. The dermoid cyst the size of a grape fruit over the left ovary 
pushed up by the preg-nancy until it was under the liver on the right side and push- 
ing tlie liver and diaphragm up sufficient to cause atelectasia. Uterus slightly larger 
than normal. 

Case II.— Mrs. hi. P., admitted April 18, 1922. Last period ended on August 
6, 1921. Patient was perfectly well until two weeks ago, general malaise then 
appearing. Six days prior to admission she began to have gastrointestinal upsets 
in which she would liave distention from gas, sour eructation and vomiting. Five 
days previous to admission, patient began to notice blurring of vision. This 
gradually became worse and she became alarmed about it. On April 16 patient 
was taken with a very severe pain at the upper end of the left arm .which ’radiated 
into the shoulder and down into the region of the heart. Pain had boon continu- 
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ous since then to date of admission. It was impossible to control this pain in any 
way except by narcotics. ISTo convulsions. No edema. Has varicose veins on the 
right foot. Bowels moved this morning. One bottle of citrate of magnesia during 
the last twelve hours. Has had no vomiting. On admission patient is quite rational 
and cooperative and appears normal. B.P., 104 systolic, 66 diastolic. 

The tongue is coated, there is tremor and some ptosis right eyelid. Abdomen 
size eight lunar months pregnancj'. The diplopia, lateral and upward nystagmus, 
mental confusion, slight temperature and absence of signs of cord disease suggest 
encephalitis. 

Patient was transferred from the matemit}^ to the medical ward, having been 
admitted to the maternity with possible diagnosis of late toxemia of pregnancy. 
However there was no elevation of blood pressure, no albuminuria, no headache 
or commlsions, so toxemia wms ruled out. While she was in the maternity she be- 
came very irrational and got out of bed, showing signs of mental derangement. 

On April 19, she began to have twitching of various muscles of the body which 
were mostly noticeable in the hands and feet. They were of fibrillatory type. On 
April 20 her condition became much more critical. There was nystagmus of eyes 
with twitching of muscles over left eye and left cheek and she had very marked 
jerky movements of both hands and arms and also both feet. Delirious condition 
became more severe, so she was transferred to the medical ward with diagnosis of 
encephalitis. 

April 20, 1922, nasal examination: Usual crusting accompanying high tempera- 
ture. No pus in nose or throat. Small tonsils. Normal ears. 

Physical Examination.' Patient is very irrational, tosses around in bed and 
shows few abrasions on both longer extremities from such actions. On inspection 
one can notice twitching of the muscles of the forehead and face; those surround- 
ing mouth almost constant. More marked on left side. There are jerky choreiform 
movements in both hands which are intermittent. There are similar choreiform 
movement of both feet. Patient has slight blurring of vision. The pupils are 
not dilated. Keact to light and accommodation. 

Teeth in very poor condition. Several roots of old teeth and several capped 
teeth whicli are probably infected, and marked pyorrhea. Tonsils not enlarged. 
Tongue very heavily coated and breath quite foul. 

There is a marked rounding and protrusion of the abdomen. There is a scar 
about four inches long in lower right quadrant from previous operation for ap- 
pendicitis. On palpation, the fundus of the uterus is found to extend to the ensi- 
form. Fetal heart sounds are heard to the right of the umbilicus and below. No 
fetal movement can be detected. 

There are numerous abrasions and several contusions. One large one on the 
right foot in the region of the internal malleolus. The deep reflexes are all pres- 
ent, equal and normal on both sides. There is no Kernig’s sign. No clonus or 
Babinski. Tentative diagnosis: 1. Chorea with cerebral symptoms, 2. Encephalitis, 
3. Pregnancy. 

On account of her rapid deterioration she was transferred back to the maternity 
ward for induction of labor. Membranes were ruptured artificially at 11 a. m. 
Cervix about two fingers’ dilatation. Head well down in pelvis. Patient began hav- 
ing pains about two hours later and delivered herself spontaneously at 3 p.ai. 
Uterus contracted well. No bleeding. Cliild was well formed, vigorous and 
weighed six pounds. 

Patient’s condition after delivery did not improve. The twitching became 
more intermittent, minor convulsive attacks in which the right arm is mostly 
involved with the left side of the face. Patient is conscious, knows what is said 
to her but is unable to speak very distinctly. Has difSculty in swallowing. 
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The following day the eomailsive movements are more severe. Has gi-eater dif- 
ficulty in swallowing. Pulse and respiration are still good. 

Examined by Hr. Cadwalader, who believed the case a so-called myoclonic form 
of epidemic encephalitis. 

About two o'clock this afternoon the patient became very cyanosed, pulse rate 
jumped to 160 per minute, respirations were difficult and shallow. Tliis attack 
lasted for about ten minutes and then subsided. An hour later the pulse rate went 
down as low as 70 per minute. Respiration became increasingly difficult and lungs 
began to fill ndth mucus. Patient had two or three general convulsive attacks 
which lasted fifteen seconds to thirty seconds. Patient died at 5:50 A.’M. due to 
respiratory failure. 

Summary of Autopsy Findings : Brain: Large area of softening involving the 
left internal capsule, lenticular nucleus and the thalamus. Marked perivascular 
round cell infiltration most marked in the brain stem and cervical cord. Heart: 
Cfioudy swelling. Chronic interstitial myocarditis. Lungs: Passive congestion. 
Edema. Marginal emphysema. Kndneys: Cloudy swelling. Low grade hydrone- 
phrosis of right. Liver; Cloudy swelling. Slpeen: Passive congestion. Left 
Sphenoid: Clironie suppurative inflammation, streptococcus viridans. Cause of 
death; Encephalitis lethargiea. 

Case IH. — ^Mrs. E. H., white. Admitted Sept. 29, 1921 to the maternity ward 
of the Presbyterian Hospital with paralysis of both lower extremities. 

Patient states that on the night of September 15, 1921 she awoke with the 
sensation of pins and needles in the entire lower right limb. After massage of 
part by liusband, patient went to sleep again. Felt nothing more unusual until 
the following Saturday (Sept. 17). On that night awoke about 11 P. M. with 
sensation of pins and needles in entire both lower extremities, with a rather severe 
aeliing pain in right limb, especially about the knee. On attempting to move the 
right lower limb found that it was almost entirely paralyzed, being able to move 
it but little. There was practically entire loss of sensation of right limb at first, 
followed later by a similar loss of sensation of left limb. On Saturday evening, 
September 17 about 7 p.m. patient’s arms and limbs began to jerk forcibly at ir- 
regular intervals. On Thursday, September 22, the left lower limb became very 
weak, so that the patient could put no weight on it, and she had to go to bed. 
Condition gradually became worse until time the patient was admitted to the hospi- 
tal. On admission patient had a very slight motion in lower extremity and none 
at all in lower right extremity with practically no sensation in either one. • Clonic 
spasms of the extremities continued up until time of admission. After admission 
these spasmodic movements continued to a lesser degree and only in the lower ex- 
tremities. On September 21, patient became incontinent of both urine and feces. 
Ho headache or dizziness. No blurring of vision. No cough. No dyspnea. Some 
swelling of right limb. No pains in region of heart. No palpitation. Appetite 
good. No gaseous or sour eructations. Never constipated; bowels too loose. 

Previous history of measles, mumps and chicken-pox. Influenza in the fall of 
1918. Tonsillitis. 

Menses at 13, regular every twenty-eight days up until marriage, duration five 
to six days. Normal in amount. Last period January 15, 1921. Expected con- 
finement, October 22, 1921. Two former pregnancies, resulting in living healthy 
full-time babies. No miscarriages. 

Under date of October 4 it is noticed that there is complete motor paralysis of 
right lower limb, and she cannot feel pinpoint touch anywhere, or deep pressure, 
or passive movement on the right side up to the level of crest of the ilium where 
there is a sharp line of demarcation anteriorly. The left lower limb is not com- 
pletely paralyzed, motor power is distinct, but very feeble. Sensation for rec- 
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ognitioii for movement of position is normal, but for toucli and pinpoint it is 
severely affected but not complett'Iy lost. It is .found as high as lower third of. 
thigh. 

The iratellar and Achilles reflexes on each side arc slightly exaggerated but 
equal. There is no clonus. Cranial nerves, upper limb and abdomen, etc., are 
normal. Condition seems to bo imjrroving slightly and symptoms have probably 
reached their height. 

Diagnosis . — Acute infectious myelitis, nature uncertain but probably iroliomye- 
litis. Spinal fluid should show an increase in mononuclear cells. ' 

Probability is that if damage is done to fetus, it was done before admission 
and will probably not be affected.' Condition seems improving and docs not indicate 
terminating pregnancy. 

On October 11th, Dr. Cadwalader advised lumbar puncture for the removal of 
fluid for laboratorj' examination. 

On October 16, the fetal heart sounds became weak and slow and movements 
loss. A soft rubber bougie and water bag were inserted to induce labor. 

October IS at 12;4;0 P. M. the patient gave birth to a stillborn baby which an 
autopsy found to be normal in every' respect. 

Nine days after delivery there was a decided rise in tenrperature and the right log 
became sore and stiff; the right knee hot and tender. A mass can be felt in the 
popliteal space, probably a phlebitis, which completely subsided in a few days. 

Was discliarged still partially paralyzed but sitting up. Although the case 
was not seen, at a later date the attending physician reported a complete but slow, 
recovery of both sensation and motion. 

There were no eye ground changes whatever. 

The laboratory report on placenta disclosed the most striking features to be 
a fairly marked fibro.sis of the villi and rather marked endai'tei'itis obliterans. 
The connective tissue in some places shows hyalinization. There is no perivascular 
round cell iii'flltratioir. Here and there small areas show slight calcareous infiltra- 
tion. Treponema pallida not demonstrated in preparation stained by Levaditi’s 
method. 


DISCUSSION 

DE. WILLIAhlS B. CADWALADEK. — Since the epidemic of influenza in 1918 
there have been many cases of lethargic encephalitis observed in this country and 
in Europe. The relation of lethargic encephalitis to influenza is not proved. Cir- 
cumstantial evidence, however, seems to indicate very strongly that there is a 
close connection. Wernicke’s polioencephalitis, known for many years, is probably 
a form of lethargic encephalitis. Lethargic, or epidemic encephalitis is now re- 
garded as an infectious disease. A specific organism has not been isolated with 
certainty. However, it is believed to be transmitted to the brain from the naso- 
pharynx by the blood stream, or more likely by way of the lymphatics within the 
cranial nerves. 

In the differential diagnosis there arc many other conditions that can cause • 
confusion especially during pregnancy: namely, uremia, cerebral embolism, men- 
ingitis, and even tj-phoid fever. The occurrence of lethargic enceishalitis during 
pregnancy is not remarkable. 

There is no evidence to show that pregnancy, in itself, cither increases or de- 
creasc.s the susceptibility to contract lethargic encephalitis while an epidemic is 
raging. 

DE. .lOHN 'EIWAN. — I want to emphasize what Dr. Eoulkrod brought out, the 
infected sphenoidal sinus in one of these cases and the acute pyogenic infection in 
another ease. I have autopsied six or seven eases of encephalitis and in everj" one 
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of tliom there has been definite infection of sinuses or middle ears. The work of 
Straus deserves careful consideration, but at the same time, I think, it is nnso we 
should bear in mind the other infections. Tliey may have some other bearing on 
this interesting condition. 

DR. GEORGE iil. LAWS. — I have brought the notes of a case that may be 
added to this gi'ouxi of neurologic lesions associated with fu-egnaney. A young 
woman, jicrfectly well until she had influenza in 1918 but never quite well after- 
ward, became pregnant early in 1920, sutfered from exaggerated vomiting until 
she lost 40 pounds, became extremely ill and developed polyneuritis. She came 
to the Presbyterian Hosjntal when about five mouths’ xiregnant. Dr. Poulkrod 
saw her with me and concurred in advising immediate therapeutic abortion. This 
was induced and the next day she was delivered spontaneously of a macerated 
fetus. The notes show that there was not much change in her condition during 
the next ton days. She had bilateral wrist drox> and eomxflete xiaralysis with loss 
of tendon reflexes below the knees. The temperature averaged about 99.5°. Then 
she had repeated chills and high, irregular fever for several days. The pelvic or- 
gans seemed X’^rfectly normal. Dr. Joseph Sailer, in consultation, expressed the 
opinion that she had a streptococcic infection, possibly latent from the time of the 
influenza, then lighting up with the resultant poljTieuritis. At his suggestion an- 
tistreptococcic serum was given in large doses though the blood culture was nega- 
tive. After six weeks she was able to go homo and has continued to improve so 
that she can now use her hands fairly well and can walk without a cane. The 
points I should like to have cleared up are, the relation of the streptococcic infec- 
tion to the toxemia and to the neuritis, and its relation, if any, to the influenza, 
and whether we were correct in so diagnosing it. 


Dr, Philip F. AVilliams read a paper entitled G-lycostiria Test for 
Pregnancy. (For original article see April issue.) 
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Radiotherapy 

Proust, E., and Mallet, L.; Indications for Hysterectomy, Eadiumtherapy, and 
Penetrating Eadiotherapy in Cancer of the Cervix of the Uterus. La Presse 
Medicale, 1922, ix, 89. 

Prom the point of view of the end results the radical abdominal operation and 
the extended perineovaginal operations of Sehuchardt and of Schauta give about 
the same percentage of cures. Thus, statistics published by Wertheim, Bumm, and 
Schauta give 40 or more permanent cures per 100 cases. But these figures are 
based upon very early diagnoses. If all published statistics are studied, we find 
that permanent (five year) cures are obtained in scarcely more than 30 per cent of 
the cases surviving the operation. There are more cases of permanent cures than 
of rapid recurrences, if the excision of tissue be sufficiently radical. The authors 
conclude that, when the indications are well placed, radical operation is justified 
if the end results are considered, but the primary mortality is by no means negligible. 

Bominici has standardized the use of filters in radium work, thus making possible 
the use of the ultra-penetrating gamma rays, with the duration of the application pro- 
longed and with deep treatment of tumors possible, while at the same time the 
healthy tissues are spared. A popular French method of treating cancer of the 
cervix with radium is as follows: A dose of a radium salt, corresponding to 30 or 
40 mg. of the element, or an equivalent dose of the emanation, is placed in the 
uterus with a primary filter of 1 mm. of platinum and a secondary filter of a tliin 
leaf of aluminum covered with black rubber. A similar dose, filtered with 1% 
mm. of platinum and a secondary filter, is placed in two layers on the level of the 
two vaginal culdesacs. Eagaud and his co-workers have devised an apparatus for 
this treatment called the colpostat. The tubes are left in place for a period of 
time wliich depends upon their strength, but the treatment can be extended over 
three or four days. Each day the tubes are removed, the vaginal and uterine 
cavities washed out, and the tubes replaced. 

It has been calculated that, if 40 mg. of radium element are used for 100 hours 
(4000 mg. hours) 30 mUlicuries of emanation will be destroyed. The usual dose is 
a little larger, with 40 to 45 mUlicuries destroyed, corresponding to 5000 or 6000 mg. 
hours. This is generally obtained by employing 30 mg. in the uterus and 30 in 
the vagina, wliich dose should not be exceeded. Tubes of emanation may bo used, 
but as the radioactivity of the emanation diminishes by one-half in four days, a 
larger initial dose would be necessary; this rapid loss of strength would entail a 
less efficacious biologic result, hence a salt of radium is preferable. 

From the available statistics, they conclude that we can obtain by radium therapy 
the cure of cancers, still somewhat circumscribed. However, though the uterovag- 
inal application of radium causes the rapid disappearance of vegetative growths of 
the cervix, permanent (5 year) cures are less frequent than after operation. Taussig, 
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in a critical review, reported a total of 221 five-year cures out of 1114 collected cases, 
or 20 per cent. The failure to secure a larger number of permanent cures seems to bo 
due to the insufficient radiation of the parametrium, the results obtained being com- 
parable to those secured by the old operation of limited hysterectomy. Hence,^ some 
workers, including the authors, have been led to the implantation of radium in the 
broad ligaments j the radium 'Wertheim*^ or the ^ ^ radiotherapeutic drainage of 
the true pelvis’' of Frans Daels. 

The employment of x-rays in the treatment of the uterus was not practicable until 
apparatus was developed by which a sufficiently efficacious dose could be delivered 
through the abdominal wall to the deep tissues, w'itli rays so hard that they were 
not absorbed at the surface. With apparatus employing a tension of 200,000 volts, 
with a 40 cm. spark gap, one obtains rays the hardest of which have a wave-length 
of 0.1 or 0.2 units Angstrom. A filtration of 12 mm. of aluminum or of % mm. of 
copper with 2 mm. of alumiirum (to arrest the secondary copper rays) eliminates 
the rays of longer wave-lengths and furnishes radiation which is at the same time 
penetrating and homogeneous. The weakening of the radiation in the deep tissues 
is less than one would think, if large fields of irradiation are employed. A cancer 
of the cervix at a depth of 10 cm. will receive 30 or 40 per cent of the dose re- 
ceived by the superficial tissues, hence the necessity of employing five or six portals 
of entry, each receiving a dose slightly below the erythema dose, in order to deliver, 
by this cross-fire, a sufficient quantity of the rays. In order to deteimine exactly 
the points of attack and the direction to give to the rays, an exact localization of 
the tumor must be made, and for the uterine cervix in particular great accuracy is 
indispensable in order to obtain satisfactoiy therapeutic results. Seitz and his co- 
workers deliver the necessary dose in a single sitting, using six portals of entry, and 
treating through each for forty ininutes. This technic is applicable only in selected 
cases and liberates a massive dose of toxins, causing at times a "radiation sick- 
ness,” a form of shock which may be very grave. In order to spare the skin and 
especially to allow for the restoration of the blood corpuscles, the treatment should 
be spread over a period of six weeks, but thus precious time would be lost, therefore 
Ledoux-Lebard and others employ an intermediate method, the whole treatment not’ 
surpassing a week. 

By this method, the following results arc -obtained (Beclere, Jour, de Eadiologie, 
Jan., 1921): operable cases 60 per cent cures; inoperable cases 23 per cent cures; 
5-year cures, 20 per cent. This is a favorable showing, considering that the cases 
are unselected. 

In determining the relative indications for these three methods of treatment, the 
authors classify cervical cancer as follows: (1) Early cases, organs freely movable; 
(2) Cases still operable, but with some parametrial invasion; (3) Cases which are 
inoperable but with general condition good; (4) Very advanced cases, general 
condition bad. All patients are examined with cystoscope and proctoscope. Patients 
in the first class should be treated by radical operation, which may be advanta- 
geously preceded (2 or 3 weeks) by a vaginal application of radium. At least a 
month postoperatively, the broad ligaments should be treated with penetrating x-rays 
in order to kill any cancer cells which may have been implanted in the pelvic tis- 
sues. In the second class of eases, best results are obtained either by a "radium- 
Wertheim” treatment, or by supplementing the uterovaginal radium treatment wdth 
an immediate deep radiation of the parametrium by x-rays. 

In the third class (cases with marked infiltration), there is a strong possibility 
that fistulae wiU follow the use of radium, so chief reliance should be placed on deep 
x-ray treatment, radium being at times employed as a supplementary agent, usually 
applied vaginally, at times in the uterine cavity or intraabdominally. 

In the fourth class, the x-rays are also preferable, purely as a palUative measure. 
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employing- small doses in order to avoid overwhelming the weakened system with 
toxins. 

"We shonld bear in mind that operation is immediate in its action, that radium 
acts rapidly (about 15 daj-s), and that penetrating x-rays act more slowly (about 
six weeks). Purthermore, in “radioresistant” tiunors, we should extend our indica- 
tions for operation. 

To supplement operative treatment, radium should be used before operation (but 
not more than three weeks before), and penetrating x-rays after operation. In re- 
sorting to radiation alone, the best result is usually obtained by the combined treat- 
ment. E. L. Kixg. 

Burro-ws, Arthur: The Problem of the Radium Therapy of Cancer. The British 

Aledieal Journal, July 8, 1922, lYo. 3210, p. 33. 

The author emphasizes the importance of considering the difference in the lethal 
doses of the beta and the gamma rays. In detennining the amount of radiation to 
be given in a ease, it is neeessarj' to determine the dosage of a certain type of ray 
as well as the size, nature, and position of the growth. The locality of the tumor 
alters the type of ray and the dosage to be used. The nature of the tumor calls 
for different rays and different dosage. The size and density of the tiunor is im- 
portant from a number of different points of view. The method of cross-fire, as 
recommended by IVickham and Degrais, is important in larger tumors. The position 
of the tumor must lie carefully considered. Of the cases treated by them, mostly 
inoperable, per cent of all cancer eases are alive and well after periods varying 
from two to seven years. There are other beneficial results from radium treatment 
aside from the actual cure of cancer. JIuch palliative work is done. In non-malig- 
nant conditions, such as exophthalmic goiter, Hodgkin 's disease, keloid, nevi, and 
uterine hemorrhage, the percentage of cures is very high. P. L. Adaie, 

Monod, Robert, and Monod, Octave: The Treatment of Cervico-Uterine Cancer 

by Hysterectomy Follcwing Radiotherapy. Pressc Medicate, Ecb. 11, 1922, xi- 

113. 

The authors report two cases of fairly well advanced cervical carcinoma treated 
in this manner-. The first patient was treated with radium emanation over a period 
of thirteen days, with entire disappearance of the cervicovaginal mass and a marked 
diminution of the infiltration of the left broad ligament; the right had not become 
involved. Eadical operation was iierformed without difficulty twouty-seven days 
after the last radium treatment. No sign of recurrence was demonstrable when ex- 
amined eleven months latei-. The second patient was treated with radium emanation 
also, over a period of several days, with a total of 96 hours of treatment. Operation 
was performed two months after the first radium treatment, and so much dense 
connective tissue was encountered that it was neccssai-v’ fii-st to perform .a super- 
vaginal hysteiectomy and then to complete the operation by removing the cervix and 
the uj-iper portion of the vagina. Examination several months later showed the local 
condition to be very satisfactory. 

Many writers advocate preliminarj- radiotherapy followed by operation, claiming 
that there is less chance of recurrence and that the operative risk is reduced by the 
elimination of the danger of sep.sis and peritonitis traceable to the infected, slough- 
ing. cancerous cervix. Two main objections to this method have been advanced: (1) 
that radium ca-uses a dense connective tissue proliferation which makes radical 
operation difiicult or impossible: (2) that several cases of death following operation 
have lieon reported wliicli are explicable only on the gi-ound that there was present 
a toxemia due to the effects of radium on the tissues. The first objection can be 
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met \>y employing pvopev dosage and correct filtration; the second l)y allowing a 
sufficient interval of time between the radium treatment and the operation, 

E. L. Kixg. 

Barcat: Eadiumtherapy in Uterine Cancer. Lo Progres Medical, June 18, 1921, 
p. 290. 

In a rather technical article dealing with the treatment of carcinoma of the 
uterus by radium, the author describes fully the technic of the various forms of 
radium application. He concludes that tho best results are obtained by large 
amounts of radium over a short period of time, his choice being about GOOD milli- 
gram-hours obtained with six to twelve egrs. of radium. The smallest effectual dose 
he places at about five egi’S. of radium applied over a period of 3G hours. 

Barcat advocates the use of radium prior to and following any surgical treat- 
ment, and also states that radium is of great value in inoperable cases, sometimes 
as a curative, but more often as a palliative measure. Tueououe W. Ai).\.MS. 

Mayer; Experience ■with Eadiation for Cerrrical Cancer and Subsequent Opera- 
tion. Zentralblatt fiir Gyniilcologic, 1922, xlvi, 1599. 

Jlayer has noted a marked decrease in the death rate from peritonitis following 
operation in patients who had previously been radiated; also an iircrcase from .50 
to Go per cent in tho operability. There furthermore is a. decrease in bleeding and 
irritation by which the patients become better equipped for ojreration. So far it 
is too early to speak of ultimate results. H. M. Littsa:. 

Frank: The Treatment' of Cancer of the Uterus ■with Eadium. Southern Medical 
Journal, 1922, xv, 489, 

Tho author aithougli a surgeon with his surgical prejudices concludes: (1) Can- 
cer of the uterine body treated by total ablation of tubes, ovaries and uterus yields 
curative results which we cannot hope to surpass by nnj- other form of treatment. 
(2) In early carcinoma cerr-ieitis, although radical operation continues a justifiable 
l)rocedure in the hands of the best operators, equally good, if not better, results, 
considering the primary mortality, arc obtained by radium treatment, (3) All bor- 
derline cases should be treated with radium. (4) Late cases may be improved and 
palliated by radium as by iio other means at our command. (5) If the five-year 
period of curability is to be accepted as indicating a cure, then the results of radium 
tu-atmeut surpass Iry far those obtained by the irrofcssion at largo in the treatment 
of cancer of the cervix bj’ surgical means. 'W. K. Eosteu. 

Burro^ws: The Treatment of Advanced Carcinoma of the Cervix of the Uterus 
hy Eadium. Journal of Obstetrics and Gynaecology of tbc British Empire, 1922, 
xxix, 97. 

The author gives iu detail his method of applying radiiun to nialig-naut conditions 
of the pelvis. Occasionally there is no benefit to be derived from treating extreme 
cases. Radium has little effect in tho following types of cases; large hard growths, 
extensive infiltrations of the vaginal wall and in tumors metastasizing r.apidly. The 
host results arc obtained in the absence of secondary gi-owths, in tumors with o-ood 
blood supply and where some uterine mobility still remains. Growths adherent to the 
bladder and rectum predispose to fistula after radiation. .Sections of the ccivix 
removed some time after radiation show dense connective tissue scattered throu«]i 
which may be found degenerated cancer cells. 

In analyzing 100 inoperable cases of cervical cancer ho found 30 per cent alive 
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one year after radiation and 12 per cent alive at tlie end of tliree or four years. 
Adding to tliis tlie eases made operable by radium the author is led to believe that 
the therapeutic outlook of cervical cancer is hopeful and the use of radium well 
worth while for its palliative powers. H. W. Shutter. 

Stone: The Present Position of Radium in the Study and Treatment of Uterine 

Cancer. Surgery, Gynecology and Obstetrics, 1921, xxxii, 509. 

Wliile realizing that certain tj'pes of cancer are more successfully treated by 
radium than others, Stone is not yet ready to make any direct practical deductions 
from this fact. His position as regards the application of radium in preference to 
operation is about as follows: 

Eadium, in all recurrences, while less effective than in primary lesions, produces 
immeasurably better results than operation. For all cases of primary uterine cancer, 
with few exceptions, radium should be regarded as the method of choice. The 
partial removal of cancer masses preceding radiation is not to be advised. Mdiether 
the preoperative application of radium is of any benefit, has not been proved. In 
large cauliflower grorvths, the cautery is of benefit. The subsequent application of 
radium may increase the permanency of the result, but more often causes extensive 
sloughing and, thereby, hastens the end. Its use in far advanced cases is to be 
avoided. (It is in this class of cases that the acetone treatment still gives best 
results. E. E. lY.) E. B. Wobus. 

Clark and Keene: Irradiation in Cancer of the Female Genito-Urinary Organs. 

Journal American Medical Association, 1921, Ixxvii, 613. 

Clarke and Keene use as a standard dose, 100 milligrams of radium applied for 
24 hours. This dose is repeated after six weeks if there has been no marked re- 
trogression. A third dose is considered not only useless but harmful. In carcinoma 
of the cervix, one-half the dose is inserted into the uterine canal, the other half 
against the cervix. Following the suggestion of Barnham, they have discarded all 
metal protectors and prevent injury to the rectum and bladder by packing the 
vagina with a v’olumiuous gauze pack which pushes these organs aside. By this 
method they have markedly decreased the incidence of fistulae. In some cases the 
growth is excised by means of the cautery before radiation. They warn against 
radiation in far advanced cases. 

In cancer of the fundus, they incline towards operation, even in well advanced 
eases. They consider hysterectomy after radiation in any case as unnecessary and 
hazardous. Of 313 cases of carcinoma of the uterus and cervix treated by radium, 
112 are alive after periods of from one to seven years. Of these, 13 have survived 
over five years. Of 26 cases of carcinoma of the vagina, urethra and bladder, 
seven are alive after various periods of time. E- E. "WoBtrs. 

Sweetser: Radium vs. Surgery in Gynecology. Journal Lancet, 1921, xli. No. 24, 

p. 637. 

Of the one hundred thousand deaths in the U. S. each year from malignancy, ten 
thousand are due to carcinoma of the uterus. "We are limited in handling this dis- 
ease, since we have only local measures with which to treat a condition local only 
at its inception. At the time diagnosis is made at least 40 per cent of the cases 
of uterine and cervical cancer have microscopic extension along the lymphatics. 

Four methods of treatment are available: excision by anatomical dissection, ex- 
cision by cautery, destruction in situ by heat and destruction in situ by radium. 
Eadium furnishes us the method of choice for precancerous conditions. Patients 
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readily submit to its use. Excision iu tlie hands of operators good, bad and in- 
different carries a primary mortality of 20 per cent and gives but 4 per cent of five 
year cures. Excision is of greatest value in carcinoma of the fundus. 

Statistics show that heat in the hands of Byrne, Werder and Percy has given 
better results than excision in the hands of its most enthusiastic advocates. Since 
radium is efficient for a distance of only two or three centimeters from its point of 
application, its action must be considered local. It affects both normal and diseased 
tissue and in no way renders the body resistant to cancer. Because we cannot 
be sure that all the cancer cells are reached, radium alone is not the treatment for 
early operable tumors. In cases more advanced, excision by one of the cautery 
methods will give the best results. In advanced cases with wide infiltration of the 
parametrinm we must necessarily turn to radium and the x-ray. In the vagina and 
uterus radium sometimes produces startling regression but unfortunately relapses 
are the rule. Only a few cases remain well for the five year period. Cross fire with 
the x-ray is advocated in addition to radium. If it can be worked out, a method 
including diathermy, radium and the x-ray would seem to hold the greatest hope for 
these cases. H. W. Shutter. 


Pinch, A. E. Hayward: Remarks on Radium Therapy in Uterine Cancer. British 

Medical Journal, June 18, 1921, No. 3155, p. 881. 

The author classifies the cases clinically into three groups: (1) The endocervieal 
or medullary type wliich he considers to be the most malignant type of the disease; 
(2) The flattened ulcerated type which grows more slowly; (3) The proliferative 
fungating type, probably the least malignant of the three. Prom the standpoint of 
therapy the cases are divided into operable, borderline, and inoperable cases. The 
operative cases are advised to have immediate operation with subsequent radium 
treatment, the borderline cases to have radium treatment first with subsequent opera- 
tion. The third group is treated with radium alone. 

The endocervieal type is treated with 150 mg. of radium, screened with 1 mm. of 
silver, left in the cervical canal for twenty-four hours. This may be supplemented 
by the introduction of emanation tubes into the cervical walls and also by the radia- 
tion of the whole body of the uterus and pelvic cavity generally by the use of ap- 
plicators screened with 2 mm. of lead applied externally above the pubes and in 
both iliac fossae. For the flattened, ulcerated type, radium applicators are put in 
direct contact with the diseased portion of the cervix. Radiation of the general 
pelvis is accomplished as mentioned for the preceding tjjie. For the proliferating, 
fungating tj-pe, as much of the growth as possible should be excised preliminary to 
the radium treatment. The cervical stump is then treated with a 100 mg. tube with 
1 mm. of silver filtered for twenty-four hours. Emanation tubes and the radiation 
of the body of the uterus and pelvic cavity should also be used. The vaginal mucosa 
and the recto- and vesicovaginal septa are carefully protected. 

Treatment of carcinoma of the fundus consists of the introduction of 150 to 200 
mg. of radium, with 1 mm. of silver screen, into the uterine cavity to be retained 
for twenty-four hours. The treatment is to be repeated after an interval of at 
least two months. This should also be combined with general external irradiation 
of the whole pelvic cavity. Recurrence is extremely susceptible to radium treat- 
ment. 

There is considerable diversity of opinion as to the best method of prophylactic 
radiation. It is generally agreed that the procedure is often of great value. Radia- 
tion five or sLx weeks before operation is of particular use in borderline cases. 
Proph}-lactic irradiation immediately before operation is of great service in fungat- 
ing cases as preliminary to major operations. After the removal of the cauliflower 
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growtli, 150 mg. sineciicd with 1 mm. of silver should bo introduced for twenty-four 
hours two or thv('e days prior to the operation for hysterectomy. Irradiation three 
or four months after operation should be used routinely after all cases of IVertheim’s 
liysterectomy but considerable caution should be employed, A large prophylactic 
dose administered too soon after Wertheim’s hysterectomy may favor the broahing 
down of the recto- and vesicovaginal walls. F. L. Ad.ur. 

Franqite, O.: Radiation for Cancer of the Uterus and Dysmenorrhea. Alcdizin- 

ische Klinik, 1922, xviii, 817. 

Fraiicpie, by combining operation with subsequent prophylactic ray treatment 
cured 50 per cent whereas when radiation was not used there were only 47 per cent 
cured. Bumm and Warnekros after a four year period of observation obtained 71.8 
per cent cures after combined treatment as opposed to 35.7 per cent where radiation 
was not employed after operation. Because of these findings, Franque lays down 
tlic dictum : Every easily oxicrablc case of carcinoma of the uterus should bo 
operated upon and should have careful radiation afterwards. The borderline cases 
however can be radiated with good results and without a high primary mortality, 
especially if radium and the x-ray arc used together. Doderlcin using only vadium 
and mesothoiinm in 77 cases of carcinoma of the cervix, obtained 48 per cent cures 
after 5 to 8 years and the author hopes tliat a time will come when 85-90 per cent 
of all cancers of the uterus will bo cured by radiation. 

Cancer of the body of the uterus can be cured in most cases by cither operation 
or radiation. In the Bonn clinic, 9.3 per cent were operable and 80 per cent wore 
cured after 5 to 8 years, without radiation. 

Although there are no rays which are selective in their action and destroj’ onl}' 
csvncer cells, the author l.ielicves that in every radiation the different tissues arc 
acted uiron with different intensities. The rays destroy cancer cells, they stimulate 
the surrounding connective tissue to regenerate and they have no action at all on 
the normal organ cells, that is, the epithelium. 

Franqu6 advise.s against the use of radiation to produce castration for dys- 
mcnori-hea. J. P. GreexiiiIiTj. 

Kustner; Shall We Operate or Radiate Uterine Carcinoma? Deutsche medizin- 

ischc Wochenschrift, 1922, xlviii, 1040. 

Kiistner admits that radiation makes a definite appeal not only to the patient, 
but also to the gynecologist of limited operative ability. He also admits that better 
results are obtained since the perfection both of apparatus and technic, and states 
further that radiation has been by no means discarded at the Breslau University 
Clinic. On the whole, however, he thinks that it is quite generally admitted that 
radiation has not produced the results which had been anticipated, and is not as 
univer.sally employed at present even at those clinics whore especial pains have been 
taken to develop a j)orfect technic. 

Go far as the political troubles in Silesia permitted, ho followed up the operated 
cases of the Breslau clinic and was able to account for one-fourth of the total 
number of cases as being alive after five years. One-fifth of the total number was 
alive and free from any evidence of recurrence. Wliilo this is not a very brilliant 
.showing, it is better than can be obtained by radiation alone. He expects improved 
re.sults because they now radiate all cases after operation. 

The priniaiw mortality should not be high. In their last 55 cases they had but 
one operative death. Since carcinomata are commonly infected with streptococci, 
they administer a dose of antistreptococcic serum at the time .of operation and drain 
both through the vagina and the abdominal incision. R. E. Wobu.s. 
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Letulle, Maurice: The Action of Radium upon the Cancerous Uterus, l.a Pressc 
Medicale, Fob. 11, 1922, xii, 121. 

The author studied micvoscopically a number of carcinomatous uteri whicli were 
removed at varying intervals after ono or more applications of radium. He found 
tliat when radium is placed in contact rvitli the uterine mucous membrane it acts as 
an energetic caustic ; variations in the intensity of the dose and in the duration of 
the application do not seem to produce variations in the result obtained except as 
regards the depth of the destructive changes. Whether treating a simple hypertrophy 
of the mucous, membrane or a uterus whose musculature is largely infiltrated by can- 
cer, the scar obtained is first of all characterized by its persistence and by the 
tenacity with which it adheres to the deeper, still living parts, be they healthy or 
cancerous. This sear, covered by a fairly thick, pulpy, and semi-dry mass of detritus, 
has been noted as long as three and a half months after the radium treatment. This 
persistence is due to the fact that in such scars the onslaughts of the white blood 
cells are stubbornly resisted. In one specimen, examined microscopically more than 
ninety days after an application of radium, Letulle found, deeply placed, several 
tiny purulent collections scattered throughout enormous, areas of compact hyaline 
material. Such a “delayed suppuration” explains the persistence of necrotic lay- 
ers on the surface of a eaucerous ulcer after radium treatment. 

The author also noted that some of the arteries and veins have undergone a pe- 
culiar alteration best described as a “fibrinous necrosis.” Tlie entire vessel wall and 
the surrounding tissues for some depth arc transformed into a laminatbd fibrillary 
material, all cellular elements have disappeared, and the histo-chcmical reactions of 
these areas resemble those of fibrin. Still, the lumen remains permeable, the blood 
circulates freely, and no clot (which might serve as a rapid hemostatic agent in 
case the escav were removed) is present in the intenor of the vessel. It is evident 
that these vascular necroses are the results of the activity of radium emanation; 
the author thinks that there is a sort of selective action involved, as these altered 
vessels are often found surrounded by unchanged tissues. The same lesion was 
found in noneanccrous tissue surrounding a rectovaginal fistula due to radium, hence 
it is not peculiar to malignant structures. E. L. King. 

Naujoks, H.: Cure of a Case of Chorioepithelioma Malignum by Roentgen Rays. 

IMonatsschrift fiir Cleburlshiilfe und Gyiuikologie, 1922, Iviii, 189. 

There are many questions about chorioepithelioma which arc still in di.spute. 
One of the most interesting is the attempt to classify the condition into benign and 
malignant typos and the means of differentiating them. The treatment of the con- 
dition is far from uniform ; but in general a radical operation is performed nowadays 
when a diagnosis of chorioepithelioma is made. As with all malignant tumors, sub- 
sequent radiation is recommended. Four cases wore reported in the literature where 
radium was used. The local tumors disappeared but the patients died of metastases. 
The author docs not know of a single instance where the x-ray alone was used for 
this condition, but he reports a case of his own in which this ti-eatment was at- 
tended with good results. The patient was a quintipara who developed a chorio- 
epithelioma ; but her general condition was so low that operation was contraindicated. 
She had metastases in her lungs and vagina. Roentgen rays were applied 'to the 
abdomen, back and vagina and after three months the patient was subjectively very 
well and she hud gained ten pounds. The metastases had disappeared. Further 
.treatments were given and the genitalia were norma] six months after the first treat- 
ment. Microscopic sections of fragments removed proved that the condition had 
been a chorioepithelioma. Whether a permanent cure will be obtained is unknown, 
but at the end of nine months the patient was well. She will receive further roent- 
gen ray treatments to prevent a recurrence. . 1 . p. Greknhili. 
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Frankl and Amreich: The Histological Changes Incident to Eadium and X-ray 
Treatment of Uterine Carcinoma. Surgery, Gynecology and Obstetrics, 1921, 
xxxiii, 162. 

Beginning three days after radiation, the cancer cells Tvere found to show def- 
inite retrogressive changes. These consisted of edema, swelling of cell body and 
nucleus, vacuolization and, later on, complete destruction of the cells, accompanied 
by an infiltration of lymphocytes. The degenerative changes were most apparent 
from the fifth to the seventh, and totally absent after the fortieth day, the destroyed 
area having been replaced by connective tissue at tliis time. In cases where the 
cells had not been completely destroyed by the rays, they were found to have taken 
on renewed active growth on the fortieth day. This occurred, for instance, at the 
periphery of an area of radiation. 

These authors believe that the destruction after x-ray exposure is more rapid, the 
intermediary changes such as swelling not being in evidence. Hence they advise 
the use of radium in the crater of a carcinoma, and x-ray for the destruction of 
cells in the parametrium and pehue glands. E. E. Wobus. 

Knox, Eobert: The Treatment of Gsmecological Conditions by X-Eays and Ea- 
dium. British Medical Journal, Oct. 14, 1922, Ho. 3224, p. 678. 

In nonmaUgnant neoplasms of the uterus (fibromyoma) radiations should not be 
used (1) in submucous pedunculated fibroids, (2) in case of associated degenerative 
changes and (3) of complicating inflammatory conditions either acute or chronic. He 
thinks operative measures should always be considered in malignant diseases of the 
uterus. If a complete operation is impossible, a combination of x-ray and radium 
treatment should be used. "While the advantages of the x-ray treatment are: its 
painlessness, non-interference with ordinary life, no elaborate preparations, absence 
of serious complications; its disadvantages are: , long duration of treatments, failure 
of the treatment (either partial or complete), the possible unfavorable changes in 
the blood. Dangers of the x-ray are due largely to indiscriminate and improper use. 

F. L. Adair. 

Eecasens, Sebastian: Eoentgen Therapy in Gynecology. Eevista Espanola de 
Obstetricia y Ginecologia, 1922, vii, 1. 

Myoma Uteri, The author does not believe that merely the large size of a tumor 
is a contraindication to x-ray therapy. In those cases where pressure symptoms are 
marked operation should be advised, also where sarcomatous or carcinomatous de- 
generation of the tumor has taken place, and then operation should be followed by 
powerful applications of x-ray. 

The technic of roentgen treatment is based upon the administration of a dose 
sufficient to abrogate the function of the ovigenic tissue. Castration of the two 
ovaries is best done at an interval of about eight days in order to disturb the pa- 
tient as little as possible. It is generally agi-eed that the treatment should be given 
in the days immediately following menstruation, in order to prevent the development 
of the graafian follicle which is to govern the succeeding menstruation. 

Mciropathic Hemorrhage . — This condition is most common at puberty, and at 
menopause, and is probablj- dependent upon ovarian dysfunction. Eadiotherapy pro- 
duces its best results when applied to cases at or near the menopause. A temporary 
castration may be tried in young girls, but is not without danger, in that permanent 
sterility may bo produced; consequently radiotherapy is indicated only in cases where 
metrorrhagia is so intense and so refractory to medical treatment that it is pref- 
erable to chance a definite castration rather than to risk the life of the patient. 
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The author believes that radioactive substances used in this way on younger individ- 
uals do not permanently disturb the normal function of the sex cells. If an un- 
suspected pregnancy exists in a patient subjected to x-ray therapy, there is a great 
danger of the death of the embryo and a resulting abortion. 

Kemorrhages of Adnexal Origin.— They are common in young women as a re- 
sult of inflammatory processes involving tubes and ovaries. If the patient is pre- 
sumably in a condition of sterility as a result of such inflammation, roentgen radia- 
tion may serve the double purpose of relieving the inflammatory process, and at the' 
same time of curing the hemorrhage. Radiotherapy is contraindicated, however, in 
cases of salpingooophoritis where, although there are intense menorrhagias, it can 
be expected that the existing sterility is not absolute. In those cases of menorrhagia 
with marked adnexal sj-mptoms, especially accentuated in the days preceding and 
during menstruation, and in which cystic foci can be demonstrated, x-ray treatment 
may be used to advantage, especially if, after producing temporary or permanent 
castration, diathemic currents are used. 

Osteomalacia . — ^Ever since Pehling ‘discovered that 87 per cent of cases of osteo- 
malacia are cured by extirpation of the ovaries it has been accepted that the 
genesis of this condition is founded on dysfunction or hyperfunction of the ovaries. 
For advanced cases where definite castration is indicated it is better to bring this 
about by means of x-ray than by laparotomy. 

Pulmonary or Laryngeal Tuberculosis . — After a detailed examination of each 
case on its own merits there is no contraindication to x-ray castration, provided the 
patient and her husband have been instructed regarding the aim of such treatment, 
and provided they have been informed that a temporary castration, indicated in cer- 
tain of these cases, may prove to be a permanent one. 

Cancer of the Cervix . — The author recognizes four groups: (1) Circumscript 
growths confined to the cervix itself; less than 5 per cent of the cases seen by the 
author; (2) cervical cancer with slight parametrial propagation; about 6 or 7 
per cent of cases; (3) cancers with extension to intestine, bladder, and other neigh- 
boring organs; (4) cases furtlier advanced than Group 3 and with marked general 
cachexia. 

In Group 1, although the growth is perfectly operable, and although the operation 
is of relatively slight gravity, the author prefers radioactive treatment. 

Group 2 presents those cases in which there is a pronounced divergence of opin- 
ions regarding the relative merits of operation and of x-ray treatment. These cases 
are not inoperable, but following operation considerable doubt often remains as to 
whether all the growth has been removed. The author favors radioactive treatment 
for eases of this sort, because the best operators show a mortality of 10 to 16 per 
cent, and only in 50 per cent of eases relieved by operation is there a survival of 
more than three years. 

In Group 3 all agree that radium and radiotherapy should be employed. Every 
observer who has used this method over a period of several years has seen cases 
where complete disappearance of the growth has occurred. 

In Group 4 nothing can be expected of any form of treatment. 

Since 1914 the author has advocated the use of radium, a tube of 40 or 60 mg. 
of the element placed in the midst of the growth, with applications of x-ray as a 
coadjuvant. 

^ Tip to a year ago it is certain that the number of five-year cures of this condi- 
tion did not exceed 26 per cent, but with the above method of roentgen therapy it 
may be hoped to bring the percentage to 30 or 35. 

Cancer of the Corpus Uteri.— The operative mortality for this condition is so 
low that the author prefers operation to radioactive treatment, provided the patient 
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be not diabetic, nephritic, or exeessivolj' obese; for such cases the treatment should be 
radium plus x-ray. 

Cancer of Ftilva . — Vulvectomy is so simple that surgical treatment is indicated, 
but the groins and iliac fossae should be radiated. Tiios. E. Goethals. 

Benthin; Experiences with Roentgen and Radium Therapy. Zoitschrift fiir 

Geburtshiilfe und Gynahologic, 1921, Ixxxiii, 432. 

The author reports the results of 2(51 cases treated by radiotherapy in the Eonigs- 
berg clinic from 1915 to April, 1919. These cases included the following conditions: 
58 operable and 70 inoiierable cervical carcinomas, 19 operable and 3 inoperable 
fundal caicinomas, 12 vaginal, 4 vulvar, and 18 ovarian carcinomas, 14 recurrences 
of cancer, 28 myomas, 33 menorrhagias, 1 pruritus and 1 cardiac decomprensation (to 
sterilize the patient). 

The operable uterine carcinomas were treated by the extended vaginal operation, 
followed by projiliylactic radiation. Roentgenotherapy bj' the technic of Seitz- 
Wintz was empiloyed two and one half weeks p)ostoperative but the radium was 
usually first apiplied seven or eight weeks after operation (50 mg. quantities of radium 
filtered with lead brass and gauze placed in the upper vagina or in unoperated 
cases into the utenis or the carcinomatous crater). Twelve hour treatments with 
twelve hour rest-periods on each of three successive days or a total of 1800 mgh. 
were usually given. 

In the inoperable eases cxeoehleation and cauterization were in some cases followed 
immediately by radiation; in most, however, the radium was introduced five to ten 
days later, 

Of 30 early operable cases of cervical cancer, 13, or 43 pier cent recurred; of 14 
more advanced cases 10, or 70 pier cent, of 15 opicratcd but unfavorable cases, 11, or 
73 per cent. Sixty-two per cent of the recurrences occurred in the first 6 months, 
70 pier cent in the first year and from 8 to 12 p)cr cent more each succeeding year. 
The operable fundal carcinoma showed good results. Of these 89 per cent remain 
healed, 75 per cent over 4 years, 81.8 p)er cent over tiircc years. 

Of 70 inoperable cervical carcinomas none was cured; 87.5 per cent died within 
the first year. Of 3 inopierable fundal carcinomas 2 were lost sight of, one was ini- 
pnoved for a time and then recurred. No recurrent cases were permanently cured. 

Poor results were obtained with all the cases of vulvar and vaginal and ovarian 
carcinoma. 

Oompiaratively few eases of myoma were i-adiated, 20 of ISO, since opieration is 
so safe and effective. Submucous or snbserous development, youth of the patient, 
accompanying inflammatory conditions, etc., were regarded as contraindications. The 
results in the treated cases, were, however, uniformly good, as were those in most 
of the climacteric menorrhagias. 

General reactions were noted in 47 cases, of these 41 were slight, 0 severe. Local 
complications occurred in G2 cases, of these 3C wore slight, 22 severe. The local 
compilications included rectal and vaginal hemorrhage.s, rectal tenesmus, vaginal 
burns and fistiilae. The latter occurred in 8 cases after prophylactic postoperative 
radiation, in only 3 after treatment of inopei-able carcinoma. 

yrAUGAUET SCHUEZE. 

IVIiller: Radium Treatment of Myoma of the Uterus and Myopathic Bleeding. 

Surgery, Gynccologj’ and Obstetrics. 1922, xxxiv, 593. 

During the past seven years, IMiller has treated 230 cases of which he was able 
to follow up 183. TIis results encourage him to continue the use of radium in 
uterine fibroniyoma and myopathic bleeding. 
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la young women with definite growths, he prefers surgery. In tins class of 
cases, myomectomy is being done with increasing frequency. Even in those cases 
to be subjected to operation, he sometimes employs radium beforehand in order to 
check the bleeding and thus give the patient opportunity to recuperate from the 
acute anemia sometunes encountered. 

His technic consists in placing 50 mg. of radium into the cervix from 3 to 24= 
hours. As filter, he uses brass and rubber. A second application is avoided as a 
rule. In younger women, a shorter exposure is employed, wliicli is repeated in from 
four to five months if necessary. Two of a total of 107 cases treated for hemor- 
rhage were not relieved by a second application. 

Miller warns against using radium in cases of pelvic inflammation, even though 
the infection may be latent, as they are frequently fanned into activity and may 
require surgical measures to combat them. Three pregnancies were reported in the 
series, of these, one aborted at 4 months. Menopause symptoms were, as a rule, not 
severe, however, in some eases they were quite severe and persisted as long as six 
years after treatment. E- WOBtjs. 

Heaney: Kadium Versus Operative Treatment of Fibroids. Surgeiy, Gynecology 
and Obstetrics, 1922, xxxv, 625. 

While using radium in the treatment of selected cases of uterine fibroids, Heaney 
believes that operation is preferable in the great majority of cases. In his last 
300 operated eases he had one death due to pulmonary embolism and thinks that the 
operative mortality has been somewhat exaggerated by the exponents of conserva- 
tive treatment. His usual dose of radium is 300 to 1200 mg. hours. 

E. E. WOBtrs. 

Vogt, E.: How Do Gynecological Operative Wounds Heal after Previous X-ray 
Treatment? Medizinische Klinik, 1922, xviii, 1491. 

Several authors have recently condemned the utilization of x-ray treatment before 
operating for carcinoma of the uterus by the Freund-Wertheim method. Their ob- 
jections were that the operation is rendered more difRcult technically and that the 
wounds do not heal as well as usual. Vogt takes issue with these statements and 
bases his opinion on 28 cases in his clinic. He found that preliminary roentgen-ray 
therapy did not make the operation more difScult. Furthermore the wound healing 
was undisturbed. In all his eases the Kiistner-Pfannenstiel incision u’as used, aud in 
25 the wound healed by primary union. This is as good as may be expected con- 
sidering that one is dealing ivith carcinoma. Microscopic examination of x-rayed 
tissue removed from the abdominal wall showed no changes. Tliese facts indicate 
tliat the abdominal wall aud the peritoneal and pelvic connective tissue heal rapidly 
after x-ray treatment. There was no disturbance in the peristalsis of the bladder 
or of the intestines. j. p. Greenhill. 

Tsukahara, Isematsu: Experimental Investigation of the Effect of Eoentgen Kay 
upon the Internal Secretion of the Ovary. Zeitschrift fiir GeburtshUlfe und 
Gjmakologie, 1922, Ixxv, 3G. 

The author summarizes his conclusions as follows: 

The operative removal of both ovaries in the rabbit causes an adrenalin hyper- 
sensitivity. Subentancons injection of a subthresbold dose of adrenalin causes in' 
tlicsc animals a hyperglycemia, wliieh is at its maximum an hour later and sub- 
sides in four hours. Tins sensitiveness to adrenalin is at its height in two months 
after three to four months it disappears. ’ 
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A bilateral application of the castration dose of radiation to the ovaries canses 
exactly the same result. 

Anatomical investigations show a damage to the follicular apparatus. The de- 
veloping follicles, particularly the ovum and the discus oophorus are most severely 
damaged. The primordial follicles are only occasionally damaged. 

A definite influence on the interstitial gland could not be demonstrated. At any 
rate, there was no degeneration. A gro^vth stimulating effect could not be demon- 
strated. 

The inliibitory action of the ovary on the sympathetic system depends on the 
integrity of the follicle apparatus. 

The castration dose causes no change in the uterus. Mucous membrane and mus- 
culature remain intact in spite of the changes in the ovary. The remaining glands 
show changes simitar to those occurring after operative castration. The hypophysis 
shows particularly characteristic changes, vsdth marked increase of the eosinophil 
cells. Margaret Schulze. 

Flatau: Radiation and Hypo-function of the Ovary. Zcntralblatt fur Gyniiko- 

logie, 1922, xl, 1602. 

Gases are cited and the technic described of x-ray treatment for decreased men- 
struation or complete amenorrhea with satisfactory results in 83 per cent of cases, 
ten out of twelve. The field for the treatment lies where a diagnosis of subnormal 
function of the ovary with hypoplastic-asthenic genital constitution is made. The 
treatment is devoid of danger. H. M. Little. 
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Original Communications 

^ SAIIC0]\£A OP THE UTERUS^ 

Bt James C. Masson, M.D., Rochester, Minn. 

From, the Section on Surgery, Mayo Clinic 

S ARCOMA, as .defined fiy MacCallnm, is a tumor arising from con- 
nective tissue and retaining most of tlie eliaracteristies of con- 
nective tissue, but endowed with the new power of invading and 
actively destroying adjacent structures and of forming colonies of' 
its own tissue in distant organs. 

REVIEW OP LITORATHRE 

In 1860, Mayer described sarcoma of the uterus. Two years later 
Virchow called attention to the condition. In 1867 Veit published 
an article on sarcoma of the cervix uteri. In spite of these early 
articles and the frequent reference to the condition by European 
writers, comparatively few eases were reported in this country until 
recent years. In 1894 ‘Williams published an excellent monograph 
on the histolog}’’ and histogenesis of sarcoma of the uterus with a 
review of the literature. In 1901 Knott reviewed the histories of 
118 cases collected from the literature during the preceding ten years. 
In 1905 Grad directed attention to the benefits to be derived from 
radiotherapy. In 1907, 1908, and 1909 Taylor reported several cases. 
Valuable papers on the subject have been published in recent years 
by Proper and Simpson, Fullerton, ‘Warner, Miller, Maroney, Hellier, 
and others. 

It is often difficult to differentiate simple degenerating septic 

'Presented before the New York Academy of Medicine, November 29, 1922. 

Note: The Editor accepts no Tespoasibility for the views and statements of 
authors as published in their “Original Communications.” 
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polypus, myoma, and true sarcoma, not only in the gross specimen, 
but even after microscopic study. I am sure that if complete records 
ivere obtainable it ivould be found that many ivomen had died as the 
result of recurrent pelvic tumors following myomectomies and semi- 
radical operations for tumors that were diagnosed benign. Williams 
reported a ease in which four polj’^pi were removed from the uterus in 
a period of five years ; the first urns eorisidered benign, the second and 
third, small round-cell sarcoma, and the fourth, benign. The subse- 
quent history of the ease clearty illustrated that no malignancy 
existed as there was no sign of recurrence in three years. 

HISTOLOGY AND PATHOLOGY 

Many malignant tumors are composed of irregular and nondiffer- 
entiated cells, making it difficult to determine their origin. This has 
led to much confusion in the nomenclature and to the introduction 
of a great many unnecessary names. There is no doubt that many 
pathologic conditions noAV classified as sarcoma will be classified as 
separate types of malignancy as new light is thrown on their origin. 
The simplest classification is one based on the character of the cells 
and their intracellular substance. The commonest forms are: found- 
cell sarcoma (large or small), spindle-cell sarcoma, giant-cell sarcoma, 
and mixed-cell sarcoma. 

The spindle-cell sarcoma is the most common type of sarcoma in 
the uterus; it usually develops in a fibromj’oma and is often classified 
as mj’osarcoma or fibrosarcoma, depending on the type of differen- 
tiated connective tissue it most resembles. Sarcoma arising from 
the mucosa of the uterus may be spindle-cell, round-cell, mixed-cell, 
or giant-cell, and the more rare forms such as lymphosarcoma, angio- 
blastic sarcoma, chondrosarcoma, osteosarcoma, myxosarcoma, gan- 
glioma, and so forth, have been described. Certain authors speak of 
decidual-cell sarcoma, but I do not believe that this type of tumor should 
be included among tumors of the uterus as it probably has its origin in 
embryonic tissue, although as E^ving suggests, changes due to men- 
struation may account for the type of cell found. It is an extremely 
malignant type of growth. However, local conditions, resistance of 
the host, and so forth, will necessarily influence the pathologic picture. 

Sarcomas originating in the mucosa are usually polypoid and be- 
cause of interference "with their circulation are likely to become edem- 
atous, and often necrotic. They are comparatively rare. Only one 
ease occurred in the present series (1906 to 1920), but one other ease 
was treated in the clinic about nine months ago. Spiegelberg called 
attention to the “grape-like” appearance of these growths and to 
their malignant characteristics. Certain vriters designate some of 
them as myxosarcoma and others speak of them as round or spindle- 
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cell sarcoma with myxomatous degeneration. They usually occur in 
young patients ; one o£ the eases in the series was complicated with 
pregnancy, hut in some of the reported eases the patients were past 
the menopause, as in the ease reported by Byford. Besides the poly- 
poid form, diffuse sarcomas occasionally develop in the endometrium. 
They probably start from a single polypus with diffuse involvement 
of mucous membrane before invading the myometrium. In some of 
the reported cases the cervical canal was obstructed, causing reten- 
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Fig. 1. — Myxosarcoma of the pelvis complicated by pregnancy. 


tion of blood, mucus and serum, wdiieh later became infected and 
caused pyometra. 

Sarcomas of the uterine mucosa are not encapsulated. As a rule 
they are polypoid in appearance, and for that reason, all tissue re- 
moved from so-called polypoid endometritis cases should be submitted 
to careful microscopic examination. There is little doubt that the 
malignant process begins in the majority of these eases in ulcerating 
polypi. Sarcomas of the mucosa as a rule are much more malignant 
than myosarcomas. The local growth is more malignant, with early 
infiltration of the perimetric tissues and metastasis to other organs, 
especially the lungs and liver, and more rarely to the iliac glands. 
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111 the early stage of their development they give the classical symp- 
toms of endometritis. Later they maj’' protrude from the cervix and 
invade the vaginal Avail. 

Sarcomas as a group are more rapid in their groAvth than earci- 
nomas; they are more Avascular and as a result softer and more 
friable ; hut the fibrosarcomas and m3’Osarcomas, the commonest sar- 
comas found in the uterus, are comparatiA'elj^ solid groAvths, but may 
haA'e hemorrhagic areas or necrosis, as the result of interference 
Avith the circulation. RelatiArelj’', thej’’ metastasize later, and if the 
local groAA’th can be completely remoA'-ed the prospect for cure is 
better than in cases of epithelioma or adenocarcinoma. The small, 
round-cell sarcoma is the most malignant type and in many cases it 



leads to a fatal result in a feAv months. The giant-cell tumors are 
the least malignant and rarety, if ever, metastasize. AVith anj' type 
of malignant tumor, if the parametrium is invaded, extension is rapid. 
It has been estimated bj^ several authors that sarcoma of the uterus 
occurs in from one in forty to one in fifty cases of carcinoma. In 
m.A- experience, the incidence has been less. There is no doubt that 
mauA' of the cases classified as carcinoma of the bodj^ of the uterus, 
or recurrent myoma, bA' the earlier authoi’s should haA'e been classi- 
fied as sarcoma. (Figs. 1 to 6.) 

Sarcomas maj- occur in a preexisting fibromjmma, in the uterine 
AA'all (body or cervix), or in the endometrium. As observed in the 
Clinic thcA' have been much more common in preexisting fibromjmmas. 
GroAvths originating in fibromA-omas, or in the uterine AvaU proper. 
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may be either encapsulated or diffuse. They are spoken of as sub- 
serous, interstitial or submucous, according to their location, but in 
advanced cases it is difficult to determine where they originated. 
Because of the tendency for such tumors to grow towards the uterine 
CEAuty, many are classified as endometrial groAAdhs, whereas they 
probabl}’’ started in the interstitial tissue of the uterus. It is still a 
disputed point Avhether malignant myomas are malignant from the 
beginning, or Avhether they represent a malignant change in a tumor 
that Avas originally benign. Bland-Sutton believes that such tumors 
are malignant from the beginning. Many cases are reported in AAffiich 
the patient or her physician had knoAvn that a tumor AAvas present 
for many years preceding a sudden enlargement and definite symp- 



Fig. 3. — Early sarcoma. Uterus with single interstitial fibromyomatoiis tumor S cm. in 
diameter. The ccntr.al portion of the tumor has the white trabeculated appearance of a benign 
fibromyoma. The entire peripheral portion is yellow and the surface smooth cut, similar 
to malignant myomatous tissue. There is a distinct line of demarcation between it and the 
central benign portion. 

toms of a malignant change. Some Avill contend that this represents 
simply the development of a sarcoma in a Aiterus in AAffiich there Avas 
a preexisting fibroid. Others Avill describe it as a malignant degen- 
ei-ation or change in a fibroid. There is no doubt that it aauII he a 
difficult task in most eases to determine just Avhere a given tumor 
commenced to groAV. I believe a sarcoma may develop in a fibro- 
myoma and also, although more rarely, in some other part of the 
connective or myogenic tissue of the uterus itself, and in the stroma 
of the endometiium. In the fifty cases here reA'icAA'ed the condition 
Avas recognized as beginning in, and in most eases still confined to, a 
single fibromyoma. 
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Multiiile malignant groivtlis of the uterus have been described by 
various ivriters; in some cases two or more distinct sarcomas have been 
present. In other eases, sarcoma and carcinoma have been diagnosed ; 
such eases have been reported by Virchow, Gusserow, IQebs, Spencer, 
and others, and one such case occurred in mj’’ series. Carcinosarcomas 
or single growths with both carcinomatous and sarcomatous areas in 
them have been described. There is no doubt that, as Ewing suggests, 
many of the reported cases were either sarcomas or carcinomas of the 
endometrium complicated by changes due to infection, but the possi- 
bility must be admitted of the two types of timio.rs being independent 
in the beginning, and of one invading the other. 

The pathologic aspect of sarcoma of the uterus is very complex. 
Different portions of the same tumor often show different types of 



Fig. 4,- — (A3S4667). Myxosarcoma of the pelvis (x50). 


cells and arrangement of blood vessels; furthermore infection is com- 
monlj' superimposed, and the resulting necrosis and Ijunphocytic in- 
filtration markedly change both gross and microscopic pictures. It is 
not my intention to discuss this phase of the question in detail, as 
pathologists are not all in accord, not only as to the origin of some 
of these tumors, but also with regard to their degree of malignancy. 


• PIBROJIYOSIAS AND SIALIGNANCY 

In recent years many statistical reports have been published on the 
relative frequency of sarcoma in uteinne fibromyomas, or the relative 
frequency of sarcomatous fibroids to fibromyomas. Such findings are 
far from uniform. Certain observers estimate the frequency of malig- 
nant change to be as high as 10 per cent, while others find it as low 
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as 0.4 per cent. This lack of uniformity no doubt may be attributed 
to the lack of a standard of malignancy, one surgeon or pathologist 
including cases that are not considered malignant by another. 

In considering this phase of the subject, Ewing says, “These ob- 
servations show that ordinary mj^omas vary in structure in different 
portions, and probably at different periods, and they seem to justify 
the suspicion with Avhich the gjmecologist regards the entire group. 
But it must be considered that these suspicious changes may not al- 
ways be progressive, but may signify merely a temporary or local 
acceleration of growth which maj'' subside or even regress. They do 
not seem to justify their designation as sarcomatous transformations 
for which much more extensively altered areas, or even general metas- 
tasis might Avell be demanded. Sarcomatous tendencies and precan- 
cerous changes do not constitute real sarcoma or cancer.” 



Fig. 5. — (A384667). Myxosarcoma of the pelvis. (xlOO). 


It has long been recognized that mitotic figures are commonly found 
in fibroids undergoing sarcomatous change. In 1920 Evans reviewed 
seventy-two cases diagnosed sax'coma and cellular fibromyoma in the 
Clinic and found that the number of mitotic figures present was in 
direct proportion to the malignancy of the growth. In thirteen, mitosis 
was a very common finding, averaging from 2,200 to 12,000 for each 
cubic millimeter. Eleven of these patients were known to have had 
recurrence within eighteen months. In eleven cases mitotic figures 
ran from 200 to 800 for each cubic millimeter, and in the remaining 
forty-eight eases few or no mitotic figures were found. In both of the 
latter groups the end-results were excellent and as far as Evans was 
able to determine, there had been no recurrences. There is no doubt 
that mitotic figures are a common finding in the more malignant types 
of sarcoma, but whether Evans’ findings will be constant remains to 
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be seen. In all probability they vary from time to time in tbe same 
tumor and in different parts of the same groAvtb. Strong says, “The 
only safe criterion is infiltration and destructive grovdli. Mere rich- 
ness in cells, mitosis and even irregidarities in the size of cells does 
not constitute sarcoma.” 

From January 1, 1910, to January 1, 1921, 4322 patients ivere oper- 
ated on at the Majm Clinic for uterine fibroids and in only forty-four 
of these (1 per cent) 'vvere sarcoma cells found. In tbe same period, 
fibromyoma ivas diagnosed, but not explored in 3973 other cases. I 
am, therefore, inclined to believe that nonepithelial malignant tumors 
of the uterus are not common, and that 1 per cent of all tumors is a 
very high average. From the material at the Freiberg Clinic, Aschoff 
found that 1 per cent of fibromj>-omas showed sarcomatous change 
Many earlier writers reported a majority of their cases as originating 
in the uterine Avail, but so far as I can judge from the material ex- 



Fig. 6. — (A184003). Sinall round cell sarcoma at the endometrium. (XlOO). 

amined, mo.st cases that do not originate in preexisting fibroids begin 
to develop in the stroma of the mucosa. There is no reason, hoAvever, 
Avhj' they should not dcAmlop from any part of the utei'ine Avail, and 
in adA'anced cases it is impossible to hnoAV just Avhere the malignant 
change commenced. 

Melanosarconias have been reported by Williams and others, but I 
prefer to include them Avith the epithelial tumors, and in a majority 
of cases they are probably secondary to groAA’ths elseAA'here. 

ETIOLOGY 

The etiology of sarcoma, like that of cancer, is unknoAA’n and 
Avhen discoA’ered, Avill no doubt be important in controlling the dis- 
ease. All Ave knoAv of the tAA-o diseases is that the tumors are made 
up of colls more or less similar to normal cells of the body, that they 
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grow irrespective of the needs of the body, infiltrate and destroy 
neighboring tissues, metastasize to distant organs, and, if not thor- 
oughly removed or destroyed, invariably lead to a fatal termination. 
There is no doubt that the two malignant diseases are in many ways 
similar, but they affect different tissues, metastasize differently, and, 
although age as an etiologic factor is no longer considered of great 
influence, it is nevei'theless important. ‘Chronic irritation is undoubt- 
edly influential in carcinoma, but apparently is not influential in sar- 
coma. On exposed parts of the body sarcoma may follow extreme 
trauma, but this can hardly be a factor in sarcoma of the uterus. 

SYMPTOMS AND DIAGNOSIS 

The symptoms are not constant, and naturally depend to some ex- 
tent on the position of the growth and a great deal on the nature of 
the growth. In many of the less malignant, slowly growing, encap- 
sulated tumors it is impossible to differentiate the condition from a 
simple fibromyoma, while in other cases there is rapid growth, early 
cachexia, and a definite downward course in the well-being of the 
patient. Pain is more common than in cancer, and is often present 
between, as well as during the menstrual periods. A sarcoma occur- 
ring in the body of the uterus, or in a fibromyoma, gives symptoms 
during early development which are suggestive of a simple fibro- 
myoma; later, when cachexia, hemorrhages, pain, and foul vaginal 
discharge are notieed, malignancy is suspected, but it is only after a 
microscopic examination by a competent pathologist that a distinc- 
tion can be made between cancer or a necrotic benign tumor. One 
point of importance is the more rapid local growth of sarcoma ; this is of 
special significance in a woman Avho develops postmenopause flowing 
with rapid enlargement of the uterus, or a tumor in the uterus, which 
was previously regarded as benign. Certain German writers consider 
the retrogressive changes due to radiation of differential diagnostic 
importance, since sarcomas, as a rule, respond much more rapidly 
than myomas to this form of treatment. 

The size of the tumor and the length of time the malignant growth 
has been present, are not indications of the possibility of metastasis. 
Secondary involvement has been demonstrated in very few cases in 
which operation was pei’formed, and most of the postoperative trou- 
ble comes from local recurrence. "When metastasis occurs it is rela- 
tively much later than in carcinoma. Malignant tumors in the uteri 
of infants and young children are almost always sarcomas. No such 
cases occurred in this series. During menstrual life malignant tumors 
are more often cancerous, and after the menopause sarcomas are 
again relatively more common. The majority of eases occur in the 
fifth and sixth decades. In the fifty cases in the series the jmungest 
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liatient ivas nineteen years of age, the oldest was sixty-nine, and the 
average age was forty-fonr and .eightj'-six hundredths years, while 
in a series of 898 cases of cancer of the nterns treated in the Clinic 
during the last five years, the youngest patient was nineteen years; 
the oldest seventy-three, and the average age Avas fifty and five-tenths 
years. 

IMetastatic im'oh^einent of other organs is a relatively late dcA^elop- 
nient in most cases of sarcoma of the nterns. The one exception is 
small round-cell sarcoma of the stroma- of the endometi'inm. "When 
it does occur it is usually in the lungs; in the majority of cases the 
regional ljunphatie glands are not iuAmh’ed until later. At necropsy 
small masses of malignant tissue are often found in the Amins, and 
less often in the lymph spaces, shoAving that the inAmlAmment of dis- 
tant organs is usually by Avay of the blood stream, but maj^ also be 
by the lymphatics. 

"Weber, Dressier, and others liaAm reported eases of general perito- 
nitis folloAving perforation of the uterine Avail by necrotic sarcoma. 
Probably the most common complication is hemori'hage. In manj’’ 
cases this is in the form of a menorrhagia or metrorrhagia, but in 
some cases fatal hemorrhages haAm folloAved the sloughing of a sar- 
comatous polypus or the rupturing of a subserous tumor. IiwolAm- 
ment of the ureters, bladder, and rectum, are late complications and 
are relatively less common than in cases of carcinoma. 

Spiegelberg and Simpson both repoi’ted cases of inA-ersion of the 
uterus as the result of traction exerted on the fundus by sarcomatous 
masses and softening of the lower uterine segment folloAving malig- 
nant inAmsion. 

TREATJIENT 

The treatment of sarcoma of the uterus is iioaa'' in a transitional 
stage. Until recently surgery Avas considered the only rational treat- 
ment and in the majority of cases the results Avere A^ery satisfactory; 
in fact, much better than in operations for carcinoma. The most 
unsatisfactory cases Avere those in which the groAvth originated in 
the endometrium, or in the eeiwix. It has long been known that sar- 
comas respond in Amrious Avays to roentgen-ray treatment. Werner 
and Wetterer, roentgenologists of great experience, say that it is 
characteristic to obtain the most surprising results in some eases and 
comifiete failures in others. The fact that eA'en Avith modern technic 
from 20 to 24 per cent of all eases of sarcoma remain unchanged 
shoAvs that definite results cannot be expected from radium therapy. 

The pendulum is swinging tOAvard the treatment of these tumors 
by radium and deep roentgen-ray treatments by means of AA'hich many 
apparent cures liaA-e been obtained. I have already referred to Grad’s 
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convincing early papers on tlie subject. In 1916 Professor Baiscli 
reported three cases treated. One patient had a very large, foul 
growth filling the vagina, and severe constitutional disturbances. One 
treatment of radium was folloAved by marked improvement. The 
patient was apparently entirely well three months later. 

On the other hand, in 1918, Wagner reported a case in which he 
believed sarcoma developed as the result of roentgen-ray treatments 
for a fibromyoma. Prom his notes, however, it is difficult to rule out 
the possibility of the earlier development of sarcoma and that the 
roentgen-ray treatments simply caused necrosis of the groAvth and 
symptoms of acute pelvic conditions. 

Yon K. Franz, Kehrer, von Schauta, and Hinterstoisser have also 
reported cases in which the sarcoma became necrotic following radia- 
tion. Although there are no such eases in mj’- series, I have seen the 
same trouble following the treatment of carcinoma, and also simple 
fibromyoma of the uterus. Certain writers advise immediate opera- 
tion and removal of the uterus and adnexa as well as the necrotic 
tumor. As in all acute abdominal conditions, if an operation is to be 
performed, it should be performed as soon as possible after a diag- 
nosis has been. made. If not, it is advisable to treat the ease expect- 
antly by the Ochsner-Murphy treatment for peritonitis, and to open 
any abscesses that may develop later. 

At a meeting of the German Gynecological Congress in 1920 the 
concensus of opinion was that no patient with sarcoma of the uterus 
should be operated on since the results following radiation were so 
satisfactory. Seitz and Wintz report eighteen patients treated by 
roentgen ray with four deaths (22.2 per cent). The other patients 
are all apparently cured, some of them for more than four years. 
Roentgenologists, and those with an ample amount of radium at their 
command are very enthusiastic over the results obtained by radiation. 
There is no doubt concerning the beneficial effect of these agents, but 
whether permanent cures are obtained in a high percentage of cases 
remains to be seen. I believe that, in these cases as in all malignant 
epithelial growths of the uterus, surgery should be resorted to early, 
and followed by deep roentgen-ray therapy. 

For the patients with the more advanced growths and particularly 
for those who would be considered poor surgical risks, I advise ra- 
dium in full doses to be followed by repeated courses of roentgen-ray 
radiation. In all inoperable eases and cases of sarcoma with metas- 
tasis, as well as recurrences following operation, roentgen-ray treat- 
ment should be given. 

Many published statistics seem to show that radium therapy is very 
satisfactory in many cases of fibromyomas with, or without malig- 
nant change. Sarcomas as a groirp are more susceptible to radio- 
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active substances than carcinomas, and from tlie amount of literature 
on tbis subject, there is no doubt that vm Avill soon have valuable 
data on ivhieh to base conclusions. It is unfortunate, however, that 
trustworthy pathologic examinations are not made in many cases 
beliei^ed to be sarcoma and treated as such. It cannot be said that 
radium is free from danger. I have had one patient die from pul- 
monary embolism following its use. In one ease of carcinoma and 
in several cases of fibromjmma I have seen its use result in marked 
pelvic infection "witli abscess, formation. 

I have had no personal experience wnth the use of Coley’s fluid in 
sarcoma of the uterus, nor have I seen it mentioned in the literature, 
but if given by one accustomed to using it, I should expect beneficial 
results, particularly when combined with radium treatment. 

If surgery is decided on, a modified "Wertheim hysterectomy should 
be performed. If the ceiwix is involved it should be thoroughly de- 
stroyed by cauterization immediately before the abdominal operation 
to prevent possible grafting of malignant cells. If the patient’s hemo- 
globin is below 40 per cent one or more transfusions of at least 500 
c.c. of blood should be given twenty-four or forty-eight hours before 
the operation. If, following a mj’-omectomy, the pathologist reports 
the tumor to be a sarcoma or a fibromyoma with sarcomatous change, 
I agree with Taylor that the safest plan is to perform a panhyster- 
ectomy immediately, although simple myomectomy will, no doubt, 
cure many of the patients if the growth is still encapsulated. 

' MORTALITY 

If all cases are considered, the mortality folloAving radical pelvic 
operations for malignancy is rather high, but such operations should 
be performed only in well-organized hospitals, in suitable cases, by 
surgeons skilled in pelvic operations. Under such conditions the 
mortality should not be more than from 2 to 4 per cent. 

In the series of fifty cases there were two deaths, an operative mor- 
tality of 4 per cent. Answers to questionnaires were received regard- 
ing forty-seven of the remaining forty-eight patients. Ten had died, 
four within one year of the date of operation, and the remaining six 
within two years. In all probability most of them died from recur- 
rence of the malignant growth. Thirts^-six (76.59 per cent) are ap- 
parently in good health or at least have no symptoms to suggest re- 
currence. One patient reported that she is feeling much worse, thinks 
there is a recnrrence of the growth, has marked dyspnea, weakness, 
and dropsy. In all probability she is suffering from a recurrence, 
but the possibility of a cardiorenal disorder must also be considered, 
as it is now five years since her operation. 
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Table I 

The Occurrence oe Nonepithelial Malignant Uterine Tumors as Compareb 

IVITH FIBROJIYOMAS (FROM EVANS) 


1 

PIBROMYOMAS 

SARCOMA 

. PERCENTAGE 

Proper and Simpson 

357 

[ 22 

6.00 

Miller 

9750 

1 

1.96 

Lewis 

1518 

1 

1.40 

Olsliausen 

6470 

1 

1.30 

Kelly and Noble 

2274 

j ' 

2.00 

IVinter 

500 


3.20 

Winter 

i 253 


4.30 

K oble 

337 

2 

0.60 

Kelly and Cullen 

1400 

17 

1.20 

Martin 

205 

4 

1.90 

t’ehling 

409 

S 

1.90 

Broun, Woman ’s Hospital, N. Y. 

1500 

7 

0.40 

Warner 

100 



Including all ‘ ‘ cellular 


7 

7.00 

sarcomas ’ ’ only 


o 

2.00 

Geist 

250 

12 

4.S0 
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OBSERVATIONS WITH COSOIENTS ON A STUDY OF THE 
URINARY TRACT OF EIGHTY FETUSES AND 
YOUNG INFANTS'' 

By G. VanAisiber Brown, M.D., and Catherine Corbeille, 

Detroit, Mich. 


O WING to the scarcity of records on the pathology of the upper 
urinary tract in early life, the following observations were made 
during the summer of 1922. While this report is to be considered as 
merely preliminary, owing to limited time and material, a number 
of important points will be worth noting, which with, others are 
capable of elaboration by further study. As an aid to the work sug- 
gestions are solicited. 

The material at hand may be divided into three groups. The first 
is made up of twenty fetuses obtained during the summer, all beiUt, 
recent abortions. T^y range from two and a half months to term. 
The second group includes twenty cases of young infants and pre- 
matures on Avhich autopsy records are available, and in addition, a 
few scattered cases in which only the specimens were o taina e. 
The third is a group of forty dissections made in the Department o 
Pathology at the Detroit College of Medicine and Surgeiy. e ma^ 
jority of these latter cases presented some type of monstrosity or 

maldevelopment. 

The point to be noted in connection with the nature of the matena 
under observation is that in no case was it selective, except in t ose 
few instances in which only the actual specimen was aval a e. 
random selection was made, the percentage of kidney pat lo OoJ , 
whether primary or secondary, being for this reason the more sig- 
nificant. 


the kidney in the fetus as a seat op chronic inflammatory changes 

Out of the forty microscopic examinations made, seven cases ^owed 
well defined characteristics of chronic inflammation. In two o t ese 
cases, the change was of known syphilitic etiology, and in 
the evidence was also that of syphilis, though the laboratory^ n ings 
were negative. It is of interest to note the earW age at which t ese 
evidences of chronieity become apparent. A case of induced aboition 
of a two and a half month’s pregnancy gave a pictoe of definite 
fibrosis of the nephrogenic tissue with proliferative increase of the 


•Read at the Thirty-fifth Annual Meeting of the American Association of^ Obstetneians, 
Gvnecologtsts, and Abdominal Surgeons, Albany, September » 
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embryonal connective tissue. Amotlier fetal kidney, of four montlis’ 
development, was ditfnsely infiltrated with small round cells, with in- 
creased connective tissue elements — a picture of proliferative interstitial 
nephritis. Another, a five months’ kidney, presented, in addition to 
the above pathology, proliferative blood vessel changes — ^the charac- 
teristic endarteritis of adult syphilitic lesions. It has been observed 
that this blood vessel im’^olvement is not a constant accompaniment 
of luetic changes in early life. It may be entirely absent, while the 
existent changes are strikingly specific. A case of an infant, ten 
days old at death, clearly corroborates this observation. The kidney 
showed diffuse interstitial fibrosis in both medulla and cortex, with 
hyaline degeneration of the tubular epithelium, and no vascular 
change whatever. 

, Observations of syphilitic changes in fetal kidneys are noted by 
J. W. Ballantyne in his “Antenatal Pathology and Hygiene.” He 
has found in addition to the facts noted, enlargement of the ves- 
sels of the medulla, but he does not record the possibility of the total 
absence of vascular pathology. Ballantyne has also reported two 
cases in which there was strong evidence of chronic idiopathic fetal 
nephritis. One babj^ died a few hours after birth, the other at twenty- 
one days. There exists, then, the possibility that the pathology of 
the fetal kidneys reported above was idiopathic, at least in those 
cases where syphilis was not the cause. No proof exists, however, 
that such is the case. 

HEMORRHAGIC CONDITIONS INVOLVING THE YOUNG KIDNEY 

Although hemorrhagic diseases are known to be of frequent occur- 
rence in the newborn, no reference has been found to dilfuse hemor- 
rhages in young fetuses. Of the six cases observed, three were 
fetuses, two and a half months, three and a half months and six months 
old. The first of these was a pregnancy aborted by drugs. The 
fetus showed multiple subcutaneous hemorrhages all over the body. 
The abdominal cavity was filled with a sanguineous fluid, and the 
viscera showed multiple small hemorrhages. Microscopic examina- 
tion revealed marked subeapsular hemorrhages of the kidney, though 
the parenchyma was uninvolved. The three and a half months’ fetus 
did not show any external evidence of hemorrhage. The kidneys, 
however, looked hemorrhagic when opened, and the microscopic pic- 
ture was one of small cortical hemorrhages. 

The cause for hemorrhage in the kidney of the six months’ fetus 
was probably mechanical, occurring in a case of imperforate urethra 
with hypertrophic dilatation of the bladder and extreme general 
edema. Eeferenee will again be made to this ease. 

A case of primary hemorrhagic nephritis was noted in a young 
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infant and was considered the primary factor in causing death. There 
was no gross pathology other than malnutrition. 

A very spectacular case of hemorrhagic diathesis and thymic apo- 
plexy was seen in a bahy of three daj^s. (Fig. 1.) A large dark red mass 
was found in the abdomen, extending from the diaphragm to below the 
umbilicus, to which the intestines were adherent, and by which they 
were displaced. The mass was found to be a retroperitoneal blood 
clot, and Avhen sectioned, revealed the kidney imbedded in the center. 
The thymus Avas greatly enlarged and ruptured by the excessive 



rig. 1. — ^Kidney embedded in blood clot from case of hemorrhagic diathesis and th>mic 

apoplexy. 

hemorrhage. Microscopic examination of the Iddnejr shoAved no mi- 
nute pathology. 

SECONDARY CHANGES IN THE KIDNEY IN INFECTIOUS DISE.\SES 

In BA'ery case of death caused by an infectious process, the effect on 
the renal parenchyma was marked. The changes noted represent (1) 
actual metastasis of infection inAmlAung the cortex of the Iddney, (2) 
interstitial changes of a chemical nature and (3) degenerative proc- 
esses. The type of kidney pathology deiiends, eAudently on the type 
of infection and the duration of the condition. A case of compara- 
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tivelj’’ long-standing infection terminating in suppurative otitis media 
and lobar pneumonia presented evidence of metastasis of tlie infection 
to the kidney, as shown by the definite cortical foci of infection. The 
tubular elements were distended with fluids and in a condition of 
early degeneration. Tavo kidne3’'s, one from a case of chronic pneu- 
monitis and acute terminal purulent bronchopneumonia, one from a 
case of prematuritA^ and malnutrition Aidth an unknovui focus of in- 
fection, presented a similar type of change, namely hemline degen- 
eration of the renal epithelium. The cortex in each case Avas a mass 
of degenerating elements, matted together in a way to minimize the 
possibility of functionating. There was intense congestion of the 
blood A’^essels and of the capillaries of the medulla in the kidneA^ of 
the premature. 

A picture of interstitial nephritis Avith obliterative parenclnunatous 
degeneration Avas seen in the kidneA’^ of a four months’ babj’' AAdiich 
died of acute encephalitis. All the functionating elements AA^ere 
shrunken and eAudentl^^ nonfunetionating AAdiile the interstitial ele- 
ments shoAved proliferation and edema. 

A secondar^^ inflammatory condition, not of an infectious nature 
maj’- be mentioned in this connection. At autopsj’’ of a six day in- 
fant, an imperforation of the common bile duct at the .iunction of 
the cystic and hepatic ducts Avas discovered, death having been caused 
b^’’ toxic bile retention. Inflammatoiy changes of purely chemical 
nature occurred in the kidne.y. There Avas albuminous degeneration 
of the tubules, sclerosis of some of the glomeruli and intense capil- 
laiy congestion in the medulla, AAuth retention of bile pigment in the 
straight tubules. 

jSIALignant tumor op the kidney in an infant 

Malignant tumors of sarcomatous nature are seen in early life. 
L. Porter and W. E. Carter report the existence of such tumors in 
kidnej’^s of six months’ fetuses, and refer to a case in udiich labor 
Avas obstructed b^^ the presence of a large round-cell sarcoma having 
its oi’igin in the renal tissue. (Figs. 2 and 3.) 

In the present group, one case of renal malignancA^ occurred 
in an infant of seven months. An exploratory operation Avas 
made, but the groAAflh had become too extensive to permit of anj'^ sur- 
gical treatment. The history of the tumor Avas that of rapid groAAdh 
Avith very marked enlargement during the last days before the oper- 
ation. Some of the tissue aaus remoAmd following Avhieh severe hemor- 
rhage and death occurred in a few hours. The kidney capsule Avas dis- 
tended by the groAvth Avhich appeared almost entirely intrarenal, 
excepting that the capsule and adjoining mesenteric Ij^mph glands 
appeared involved in the tumor. The tumor Avas solid, opaque and 



362 THE AJIERICAX JOURNAL OF OBSTETRICS AND GYNECOLOGY 

apparently divided into lobules. Considerable bemorrbage was evident 
within the tumor, and there was some hemorrhage without. The liver 
was pale and yellow suggesting depletion from hemorrhage. 

RENAL CALCULI WUTH CEREBRAL CALCIFICATION IN A CHILD ONE 
YEAR AND SEVEN MONTHS OLD 

The patient was rachitic, having had a number of illnesses after 
the eighth month of life. First he had diphtheria for three weeks 



Fig. 2. — Lymphoblastoma of kidney in 7 
months infant. 



from which he made an uneventful recovery. When a year and 
one month old he started to have a temperature var 3 dng between 
100° and 106.2°. This lasted for fourteen weeks. At the same time 
the right arm became paralj'zed. Diagnosis was not made at the 
time, though it was positively' stated that it was not infantile paralj - 
sis. Five months later the patient had a mild attack of chicken-pox, 
and recovered without complications. A week before death he again 
developed the characteristic temperature varving between 100° and 
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106°, was prostrated and continually rolled his head from side to 
side. 

At autopsy, the lungs were found to he consolidated, the brain 
congested. The right kidney exhibited a dilated pelvis with two 


A. 



B. c. 

Fig. .1. — A. PrcmaUire twins delivered at 6 months by cesarean section, 

B. Normal kidneys, ureters and bladder from normal fetus. 

C. Grc.atly distended bladder, hydrourcters .and slight hydronephrosis from edematous fetus. 

small concretions 3 mm. in diameter -one in each of two calyces. iMi- 
eroseopieally the kidney showed no pathology other than conges- 
tion, but the brain showed rather extensive areas of calcification, these 
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being sm-ronnded by small round cells of the lymphocytic type. The 
spleen showed early amyloid degeneration. 

Varying opinions exist concerning tlie frequency of urinary stone 
fonnation in infancy. P. Hinman quotes two figures in bis report 
of a case of multiple ureteral stones in an infant. Eafin, in an an- 
alysis of thirty-nine cases of renal and ureteral stones recognized at 
operation and autopsy, finds none of the patients under one year 
of age, and only five between the ages of one and years. But 
Eayer writes that renal calculi ha^m been observed at all ages, in- 
cluding the fetus and infant. He cites ten cases, two fetuses of six 
and eight months, three newborn infants of one, two and eight days 
and five of three, four, six and eight months. 

EXTREJIE GENERAL EDEJIA ASSOCIATED WITH IJIPERFORATIOjST OP 

THE URETHRA 

This occurred in one of premature twins, delivered at six months 
by cesarean section. The mother’s blood .showed a positive Was- 



FiV* 5. — Horseshoe hidney. 


sermann reaction. She had one child a year and a half old which 
was Ih’ing and apparently healthy. Two days before the operation 
her abdomen began to ascend very rapidly, until the enlargement 
reached the steimum. On opening the uterus extreme hydramnios 
was encountered. The two fetuses were removed within a few minutes 
of one another. (Fig. 4.) Their appearance was strikingly contrasted. 
One, breathing at delivery, ivas small, wi'inkled and poorl}'’ developed. 
The other, dead at delivery, was enormously enlarged bj^ a severe, 
general edematous condition. Arms and legs were like bags of water, 
and the abdomen was greatly distended. On opening the abdominal 
cavity, free peritoneal fluid was encountered and the bladder was 
found to extend to above the umbilicus. It was greatly dilated, con- 
taining two and a half ounces of fluid; and its blood vessels were 
congested. The ureter was enlarged, and sacculated especially near 
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the kidney. The kidneys shoAved mild hydroneiJhrosis, and AA^ere 
SAA’^ollen and boggJ^ After dissecting out the bladder it Avas found 
that none of the fluid could be forced out through the urethra — an 
imperforation AA^as diseoA'ered A^ery near the bladder. Chemical an- 
alysis of the fluid contained AAuthin the bladder reA^ealed the presence 
of urea in addition to large amounts of protein. It partook beyond 
a doubt of the nature of urine, and may throw some light on the 
much discussed question regarding the functioning of kidneys in pre- 
natal life. The general edema may, at least partially, if not entirely, 
be laid to the mechanical obstruction caused by the imperforate 
urethra, though the enormous degree to AAdiieh it had risen may 



Fig. 6. — Fused kidney with double hydroureter. 


have been due to some condition not accounted for. The microscopic 
examination shoAA’^ed only extreme dilatation of the blood vessels AAUth 
some hemorrhage, Avith no characteristic luetic change. Examina- 
tion of the placenta shoAved only mild edema. 

MALFORMATIONS 

Of the eighty fetuses and infants studied thirty-seven presented 
some form of outAvard malformation. Nineteen showed eraniorachis-^ 
chisis; three, hydrocephalus; four, exeneephalon; tAvo, meningocele; 
tAvo, deformities caused by amniotie adhesions; tAvo, congenital hernia^ 
and one each of the following: synophthalnius and arhinencephalon' 
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eeplialotlioracopagiis, talipes, meuiugo-enceplialocele occipitalis and 
one pair of united tivins. 

Malformations of the upper urinary tract existed to the extent of 
twenty per cent of the total number studied involving the kidney, 
and 11.25 per cent involving the tu'eters. Six cases showed hydro- 
nephrosis, four bilateral and two unilateral. Two ivith congenital cj’Stie 
kidneys were found, one bilateral, one unilateral. Two eases showed 
deficiency or absence of lobulation, two pressure deformities, and two 
malposition, and in two, fusion, one of which was associated with 
hydroureters. (Figs. 5 and 6.) Of the ureteral malformations, there 



Fig. 7 . — Hydroureters with bilateral congenital polycystic kidney, 

were five eases of hydroureter (Fig. 7), two bilateral, three unilateral; 
two eases of double ureters, one unilateral and one bilateral (Fig. 8) ; 
two kinked ureters, and one of bilatei'al tortuous ureter. The latter 
was the result of malposition of both kidneys and bladder, the ure- 
ters, spirally twisted in their entire length, being enclosed in a con- 
nective tissue sheath not involved in the torsion. 

The occurrence of definite kidney and ureteral deformitj* accom- 
panied each of the three cases of hydrocephalus studied. One showed 
bilateral hydronephrosis and one unilateral hydroureter and hydro- 
nephrosis (Fig. 9). The third showed a left ureter 9 cm. long, dilated 
in its entire length to more than a centimeter in diameter, while on the 
other side the ureter Avas 2 cm. long, the kidney being immediately 
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development. Does the hyperfliiidity in tlie urinary tract in cases of 
liydroeeplialus, warrant raising the question of the possibility of some 
intimate connection between the kidney, and the choroid plexus of 
the brain? The frequencj* of kidney malformation in eases of cranio- 
rachisehisis and exeneephalon is also of note. Arrested development 
or alisence of the suprarenal is also frequently a part of this type of 
maldevelopment. Some researchers have observed that almost every 
ease of craniorachisehisis shows absence of adrenal bodies. In the 
present group of cases, one adrenal associated with craniorachisehisis 
was found, .slioiving delayed development of the cortical zone. We 
are quite aware that the adrenal bodies are not an integral part of 
the urinary tract, but feel justified in including them in this report, 
since “in their embryologieal development their cortex is derived, 
at least in part, from epithelial outgrowths which proceed from the 
mesonephros.” (Heisler.’) 

PERCENTAGE OP PATHOLOGIC LESIONS ENCOUNTERED 

It is a striking fact that upon resume of the entire material studied, 
only twenty-five eases, or 31.25 per cent were found entirely free 
from pathology. It is true, a group comprising 13.75 per cent of 
the cases showed only such slight changes as edema and jiassive con- 
gestion, but these also aid in confirming the evidence that the kidney 
is a vulnerable and exceedingly responsive organ from its earliest 
stages of development. In this series 68.75 per cent were abnormal, 
and of this number only nine cases presented negligible alterations. 
Let it again be recalled that the material was not selected, but all 
that was available during this .short study period Avas used. 

CONCLUSIONS 

1. EAudence of chronicity becomes apparent at an earlj’" age, cA-’en 
in the early months of fetal life. 

2. Blood A'essel inAmlAmment is not a constant accompaniment of 
luetic changes in earlj’ life. 

3. Kidney hemorrhages, both primary and secondary, are not rare 
in fetuses and young infants. 

4. Fetal kidney infiammatory changes maj'’ be either acute or 
chronic, pi'imary or secondary, infectious or noninfectious (chemical). 

5. Malignant kidney tumors of sarcomatous nature are seen during 
the A^ery early months of life. 

6. Eenal calculus occurs in earlj’’ life. (Prenatal and early post- 
natal.) 

7. The kidney in our opinion manufactures urine months befoie 
maturity of fetus, and probably in considerable quantity. Also the 
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fetus may develop a toxemia from retention, in its blood stream, of 
bidney products independent of tbe blood stream or kidney efficiency 
of the motber. 

8. There apparently is a close relationship between the kidney and 
the brain in their development. Also between the brain and the ad- 
renals. 

Finally; Is there a faulty metabolism that fathers maldevelop- 
ments of the urinary tract or what is there that lends itself develop- 
mentally to malcoor dination'? 

13300 Woodward Avenue. (For discussion, see p. 430.) 


GLYCOSURIA TEST FOR PREGNANCY* 

By Philip F. Williams, M.D., Philadelphia, Pa. 

(From the Gynecological Service of the Prcshyterinn Hospital in Thiladelphia.) 

I N order to estimate the value and the relative merits of the various 
methods proposed during the past year of utilizing renal or ex- 
perimental glycosuria as an aid in the diagnosis of early pregnancy, 
a series of pregnant, recently pregnant (aborting), and nonpregnant 
women have been tested with each of the three suggested methods. 
The use of an alimentary, renal or experimentally produced glycosuria 
in the diagnosis of early pregnancy is based upon the premise that 
the sugar tolerance in pregnant women is greatly below normal. 
Glucose as a normal constituent of the blood stream is found in a 
concentration of from 0.09 to 0.11 per cent. This varies somewhat 
with the diet and is also found to be increased physiologieally in 
certain emotional disturbances, that is, a relative hyperglycemia oc- 
curs. During pregnancy and menstruation a slight rise in blood sugar 
is also present. A varying hyperglycemia exists in quite a number of 
pathologic conditions, as diabetes, hyperthyroidism, disturbances of 
liver Linction, and carcinoma. 

The study of carbohydrate metabolism in various normal and dis- 
eased conditions has shown that different reactions follow the in- 
gestion of large amounts of glucose in different conditions, and for 
these conditions the behavior of the blood sugar has been so con- 
stant that distinct types of reactions are recorded. The majority of 
pregnant women have been found in the so-called “Type two,” in 
which after the ingestion of a certain amount of glucose the blood 
sugar percentage rises during the first forty-five minutes, and sus- 
tains this level during and after another forty-five minute interval. 
According to Bailey, a normal person, when uninfluenced by fluid or 


•Read before the Obstclnc.-il Society of Pliiladelphia, October 12, 1922. 
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fluid intake, lias reducing substances for copper tests present in equal 
concentration in both blood and urine. Followdng tlie ingestion of 
glucose the urinary sugar curve runs parallel to that of the blood 
sugar up to the latter’s concentration, 0.16 or 0.17 per cent. As the 
blood sugar increases beyond this point the kidneys aetivelj’- engage 
in its oliminat'.on; as the hyperglycemia disappears the excess in 
excretion in the urine likewise disappears. This function on the 
part of the kidneys to eliminate glucose when this accumulates be- 
yond a certain point is increased in certain diseases and diminished 
in others. In the past it has been customary to regard that form 
of glycosuria which follows the ingestion of 100 gm. of glucose, and 
which is demonstrable Avith the ordinaiy copper tests as digestive 
glycosuria, and the ability of the kidneys to prcA^ent the leakage of 
sugar into the urine, as the sugar tolerance. If glycosuria follows 
the ingestion of 100 gm. of sugar, as glucose, one speaks of that per- 
son as having a Ioav sugar tolerance, Avhereas if no glyeosuila folloAvs. 
the ingestion of 200 gm. the sugar tolerance is considered as being 
_ high. 

' Several years ago Frank and Nothman observed that pregnant 
Avomen had, during the early months of pregnancy, a loAvered sugar 
tolerance Avithout an abnormally high glycemia. From their studies 
they concluded that this point Avas of value in the diagnosis and 
differential diagnosis of pregnancy. 

Tliey carried out the test as follows: A fasting pregnant Avoinan was given 100 
grams of glucose in 500 e.c., of tea. The bladder was emptied immediately and 
specimens of urine obtained thereafter at intervals of iifteen minutes for a period 
of 120 minutes. The blood sugar was estimated at the time of ingestion of the 
glucose and at the height of the test, usually forty-live minutes to an hour later. 
Positive responses were obtained in all cases after about forty-five minutes, a posi- 
tive response being a glycosuria ranging from 0.2 to 0.5 per cent, Avitli the blood 
sugar remaining under or not above 0.17 per cent. The response Avas constantly 
negative in the cases in Avhich pregnancy was disproved later. 

More recently other obseiwers utilized this test, and naturally cer- 
tain modifications appeiy-ed advisable. The ingestion of such a large 
amount of SAA'eetened fluid Avas folloAved by nausea and Ammiting 
Avhich interfered Avith the test, and to avoid this Koubitschek em- 
ployed a combination of the original method, reducing the amount 
of glucose to 10 gm., and adding an injection of 0.5 c.e. of epinephi’in 
solution, 1 to 1,000. This latter substance has been found to rarely 
produce glycosuria in normal persons in this dosage, but does so 
rather frequently in pregnant AA’omen. "With his modification this 
obsei’A'er found posithm responses in 19 of 20 pregnant AVomen tested. 

To entirely obA'iate the uncertainties of the alimentary absorption 
of glucose, Kamnitzer and Joseph haA-e used injections of phloridzin. 
Phloridzin is a drug Avhich depresses or lowers the renal threshold 
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or permeability to the normal sugar content of tbe blood, tlnis per- 
mitting a leakage of sugar into tbe urine. In a normal bealtby per- 
son 0.01 gm. will induce a glycosuria. A pregnant woman reacts to 
one-twentieth of this dose, 0.002 gm. In three hundred cases these 
observei's had conflicting findings in only six cases, a remarkably 
high percentage. Theii' series included 213 control cases, 67 preg- 
nant women, 17 aborting women and three tubal pregnancies. 

In order to test these proposed methods the pregnant and aborting 
women in the gynecologic service of Dr. John H. Girvin, at the Pres- 
byterian Hospital, were subjected to the tests, and I Yi^ish here to ex- 
press my obligation to Dr. Girvin for his courtesies. A first series 
of ten rvomen were tested by the original method proposed by Frank 
and Nothman. This series included six aborting women and four 
women pregnant earlier than four months. The blood sugar did 
not reach 0.16 in any case. All showed a glycosuria after from thirtj'’ 
to forty-five minutes. The percentage of sugar in the urine was in a 
few eases higher than the values given by Frank and Nothman. 

A second series was then tested by the modification proposed by 
Roubitschek. These eight women, six aborting and two in early 
pregnancy, were given glucose and epinephrin. In but one case Avas 
a positive response obtained. In not one of these cases did the blood 
sugar rise above 0.15 per cent at the end of forty-five minutes after 
the administration of the test materials. 

After some difficulty a quantity of phloridzin Avas obtained and 
a solution made up in exactly the manner described by Kamnitzer 
and Joseph: Phloridzin, 0.03 gm., procaine, 0.015 gm., distilled Avater, 
30.5 c.e. The Avhole solution is boiled to ensure sterility and to dis- 
solve the phloridzin. Two c.e. of this solution represents 0.002 gm. of 
phloridzin. This dose is injected into the gluteal muscles of a fasting 
Avoman. The bladder is emptied and the Avomau drinks 200 c.e. of 
Avater. Specimens of ui-ine are obtained at intervals of fifteen min- 
utes. It Avas found practicable to insert a catheter and clamp it, thus 
there is no difficulty about draining the bladder. Six specimens are 
AvithdraAvn and the catheter remoA'ed. 

Fourteen cases Avere tested by this method, eight pregnant Avomen, 
four abortions, and tivo tubal pregnancies. In but tivo cases, both 
pregnant, Avas a positive response obtained. The blood sugar shoAved 
no rise duinng the test. 

These discordant findings have been rather puzzling. A series of 
controls Avere then carried out on nonpregnant Avomen, and in but 
one Avas a positive response obtained. This occurred in a fifty-three- 
year-old Avoman folloAA-ing an operation for prolapse, Avlio shoAved a 
slight glycosuria folloAving the administration of 100 gm. of glucose. 
In no other case Avith any of the methods aa'rs a glycosuria obtained. 
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Why this loivered sugar tolerance should occur in pregnant women 
has not been determined. There have been recorded slightly positive 
reactions in ivomen at or about the time of menstruation and it is 
possible that some unknown influence of the corpus luteum on the 
carbohydrate metabolism may play a part. This seems plausible in 
vieAv of the fact that the test has been found to be of no value in the 
later months of pregnancy, that is, that no lowering of the sugar toler- 
ance is present. In looking carefully over the few published papers 
relating to this work it was noted that the reaction was said to dis- 
appear in from one to ten days after an abortion, but continued posi- 
tive in the cases of abortion or tubal pregnancy where a large amount 
of functionating placenta remained attached, and presumablj’' actively 
proliferating. This might suggest that the chorionic villi or the 
syncytium played a part in the mechanism -whereby the reaction is 
produced. 

Possibly at best it may only prove to be another probable sign in 
the diagnosis of early pregnancy, but the ease with Avhich any of 
the methods may be carried out, and the entirely uniform positive 
results obtained by the first method -would lead me to apply it as a 
further aid in establishing a diagnosis in a questionable case. 
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CEANIOTOMW" 

By a. M. Mendenhall, M.D., Indianapolis, Ind. 

' I ^HE subject of craniotomy is one infrequently chosen by an 
essayist, yet its importance as an obstetric operation seems to 
thoroughly justify its consideration and discussion from time to time. 

There are two or three reasons why this subject is not more often 
brought before medical societies, among them being the fact that 
the operation carries with it a certain gruesomeness which is not 
without its effect upon the operator and his assistants and audience ; 
no obstetrician cares to perform this operation especially and has 
no desire to be known as an expert in this line. Then there are cer- 
tain well-known religious views which are in opposition to crani- 
otomy under a great many conditions. 

Nevertheless it is not -\vell that any of these reasons should be al- 

*Rcad at the Thirty-fifth Annual ^leetitiR of the American Association of Obstetricians^ 
Gynecologists and Abdominal Surgeons, Albany, N. Y., September 19-21, 1922. 



jMENDENHALIj : CRANIOTOMY 


373 


lowed to place tliis important obstetric proeednre so far in tbe back- 
gronnd that it is in danger of being overlooked. 

I am sure there is no one of any considerable experience in ob- 
stetrics who has not frequently known of cases where good oppor- 
tunity and indications were present for craniotomy, but where the 
operation was seemingly entirely overlooked. Then again we are 
all aivare of many cases ivhere craniotomy has been done quite need- 
lessly. 

With my chief purpose in offering this subject for consideration 
being to emphasize first that craniotomy should be done in many 
cases where it is not done, and secondly should not be done in many 
cases where it is being done, I shall first of all discuss the indications. 

In all cases where the fetus is dead and delivery is not progressing 
quite rapidly and easily, there is no doubt whatsoever about the 
propriety of craniotomy, except in that rare instance where we have 
to deal with a large child and a true conjugate of 5 or 6 cm. or less. 

There is no excuse for the application of forceps to the head of 
a dead child. Neither do we feel that a version on a dead 
child is ever indicated. In case the child is dead and for any 
reason it seems desirable to aid in the delivery, it is far better for 
the mother, and in this instance she is our only patient, that we 
should first of all perforate and reduce the size of the head. 

In this connection I desire to quote from DeLee^ in his discussion 
of the impropriety of forceps or internal podalic version delivery 
of a dead child. 

“The result of eontiuued attempts (with forceps) is severe tears, hemorrhage, 
and puerperal sepsis. The mother may be left a life long invalid. The second op- 
eration that is too often undertaken to get around the necessity of hurting the 

dead child is version The operation of crajiiotomy is simple, requires 

less skill than version, has no attendant dangers, other than those the operator can 

avoid, sepsis and injury to the soft parts To do a version, or a forceps, 

or a cesarean section is not justifiable when the child is dead.” Still quoting 
DeLeos "No accoucheur should have any compunctions about mutilating a dead 
child, yet I have seen the most serious operation carried out by physicians in order 
to avoid the necessity of perforating a piece of lifeless clay. Either they fear 
opprobrium, or tliey overrate the dangers of craniotomy. Craniotomy is chosen, the 
fetus being dead, whenever an indication arises for immediate termination of labor. 
Craniotomy is less dangerous than forceps. Sentimental reasons advanced by the 
family should not stand in the way of the accoucheur doing the best for the mother. 
When the child is dead, even if there is no indication for the immediate termina- 
tion of labor, perforation of the cranium and reduction of its size may be desirable. 
This is true of primiparae— wo wish to save the levator ani and pelvic outlet from 
overstretching, and, further, it is thus possible to shorten the time of- labor.” 

The wiitev believes that oue of the real reason.s why an operator 
may refrain from performing craniotomy is the fear of the family’s 
criticism and the fear that he may be blamed for the death of the 
child. Tliere can be but one answer to this attitude, tell the proper 
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members of the family that the child is dead and bj' a destructive 
operation upon it, the mother’s life and health can be better safe- 
guarded. 

Very often during the course of a hard forceps delivery or an 
internal podalic version or breech extraction, it is wise to refrain 
from further attempts at delivery long enough to ascertain the con- 
dition of the child, and if it is discovered that the cord has ceased 
to pulsate, resort should be promptly made to the perforator. The 
ob.stetrieian is frequentlj’- called to aid in the delivery of the after- 
coming head and naturallj' arrives some time after the death of the 
child and in cases of this kind the perforator is always the instru- 
ment of choice. 

Not long since there was reported in the medical literature a. case 
where a. physician in attempting to extract an after-coming head 
succeeded only in extracting the body and leaving the head in the 
uterus. For the removal of this head a cesarean section was done 
and in describing the huge size, of the head which was hydroeeiihalic, 
it was stated that an extra large incision in the uterus was necessary in 
order to remove the head. It would seem that in this case there 
were none of the indications for hysterotomy and most all the con- 
traindications. Before the body was pulled away from the head 
or even afterwards it should have been quite easy to perforate and 
crush this head and remove it with far less jeopardy to the mother. 

Above all else it seems that we need to more firmly establish in 
the minds of physicians that a dead baby or in this extreme case 
only its head, is nothing more than a foreign body and .should.be 
handled merely as such; that when the baby dies we have one and 
only one patient and all our efforts should be concentrated toward 
the conservation of the life and health of that one patient. 

As to craniotomy upon a living child, many questions of doubt 
arise. It is not difficult to find many excellent authorities who find 
many indications for craniotomy when the child is still living. 

First of all, and probably most frequently of all these borderline 
cases, is that of the hydrocephalic child. In the minds of most ob- 
stetricians there is little hesitancy in recommending a perforation 
where the diagnosis of hydrocephalus can be made with at least a high 
degree of certainty. 

In our present position of being unable to give more than a very 
serious prognosis as to life or mental and physical development of 
the hydrocephalic and with a thorough appreciation of the great 
weight upon relatives and society by the presence of the ordinary 
case of hydrocephalus, it would seem' that craniotomy is a legitimate 
and merciful operation in every case where consultation of medical 
men points to a definite diagnosis of hydrocephalus and at least 
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where the size of the head seriously jeopardizes the mother. Certainly 
no mother’s life should he hazarded to the extent of a cesarean section 
ivith reasonable assurance that the child to be obtained is afflicted 
with hydrocephalus. Then along with hydrocephalus should be men- 
tioned a great many of the monsters with which we may come in 
contact, though it is more seldom that we are able to rnahe the ante- 
pai'tum or intrapartum diagnosis. If the diagnosis can be made prior 
to delivery and especially if confirmed by the x-ray, no attempt at 
cesarean section, internal podalic version, or forceps on such a ease 
that is offering any serious degree of dystocia should be made. 

No hesitancy should be felt in perforating the head of a child prior 
to viability in all cases where rapid delivery seems imperative. In 
this class should be mentioned eclampsia, placenta previa, premature 
separation of the placenta, toxemia, nephritis, or other constitutional 
disease of the mother. Often in cases of spontaneous miscarriage a 
rigid cervix very greatly delays the labor when perforation alone 
would promptly end a hard and painful and sometimes dangerous 
ordeal for the mother. 

Lastly in considering the indications for craniotomy should he men- 
tioned that rather a large group of cases where the ehild may still 
be living but where its ultimate survival is in great doubt regardless 
of how delivered and where any other operation greatly increases 
the risk of the mother. In this group should be mentioned those 
cases where uteinne sepsis exists. In regard to this question I desire 
to quote Newell,-’ ivho says: 

"No metliod of abdominal delivery is safe in c.nses of virulent infection of the 
uterus, and therefore, in these cases abdominal deliver}' is to be avoided, if de- 
livci-y can be otherwise accomplished, craniotomy being the operation of cijoice in 
cases in which no other method of delivery through the pelvis is possible, even 
though the ehild be alive. The maternal mortality folloudug craniotomy even on 
infected cases, is less than that following any other similar abdominal operation 
under similar circumstances, and the chances of the child, even if delivered by 
cesarean .section, under these conditions, are rather poor, many children dvdng of 
infection a few days after birth. Therefore!, the operator should not consider the 
interests of the child, but should perform craniotomy if the pelvis is large enough 
for the delivery of a mutilated cliild.” 

IVilliams'* likewise state.s tbat: 

"Although it must ever be the duty of the obstetrician to do his best 
to save the life of both mother and child, it is nevertheless conceivable that 
conditions may arise under which craniotomy upon the living child may not only 

be perfectly justifiable, but even imperatively demanded If the mother 

is not seen until she has been in the second stage of labor for considerable time, 
and^ is already infected, classic.al or cxtraperitoneol cesarean section, as well as 
pubiotomy, is clearly contraindicated. In such eases the child should be sacrificed 
in the interests of the mother, as the only other safe method of deliveiy consists in 
cesarean section followed by hysterectomy, whicli inevitably entails complete aboli- 
tion of the reproductive function. Again, if the cliiJd is in poor condition, as shown 
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by a too rapid or too slow heart boat, or by the passage of considerable quantities 
of meconium with a vertex presentation, its life is already in such peril that, against 
that of the mother, it is no longer entitled to serious consideration. Moreover, in 
country districts, where tlie physician is unable to summon sufficient assistance, and 
is without the neeessar}' appliances for an aseptic operation, cesarean section or 
pubiotomy should not be undertaken and craniotomy becomes the operation of 
choice. ’ ' 

It tvoiild seem that there is but one solution to the problem of 
religions belief. In all cases ■where the best obstetrics seems to be 
the operation of craniotomy on a living child, then the relatives or 
friends concerned should have all the facts carefully placed before 
them. After we have attempted to explain to them the pros and cons, 
we can only abide by their decision, but our full duty to them has not 
been discharged until we have requested permission to perfoi’m crani- 
otomy. In the handling of charity cases it is usually the rule to 
have all applicants for treatment in the maternity hospitals sign 
a statement which leaves all question of treatment to the hospital and 
in these instances the question of further permission is not neces- 
sary. But it is always well to know that such a permit has been 
signed or that proper permission has been obtained before beginning 
the operation of craniotomy. 

Before resorting to craniotomy on a living child we should bear 
in mind that the extraperitoneal section as practiced by Davis and 
McPherson seems to offer a method of delivering the potentially in- 
fected eases with a high degree of safety; and those authorities who 
are advocating the low cervical section after transverse incision in 
the peritoneum and deflection of the bladder doAvnward are obtain- 
ing results which bid fair to greatly reduce tlie indications for de- 
struction of a living child. 

As to the mortality of the operation of craniotomy, statistics vary 
widely. Dr. T. W. Markoe a few years ago published some records 
showing 1214 per cent mortality, but maintained that death was 
nearly alwa.ys due to conditions present before beginning the opera- 
tion or to the method of performing it and that such a high mor- 
tality was by no means necessary. DeLee“ says: "There should be 
no mortality from craniotomy if it is properly carried out.” 

In a report several years ago by Voorhees® upon 96 craniotomies 
in the Sloane Maternity, there was a maternal mortality of 26.4 per 
cent ; but the author calls attention to the fact that practically half 
these deaths were due to eclampsia and that many of the other cases 
Avere moribund from A*arious causes Avhen the operation of craniotomy 
AA-as begun. Xo deaths could be attributed directly to the operation 
itself. 

Among the contraindications to craniotomy might be mentioned 
first of all a peh-is so markedly contracted as to offer a true con- 
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jugate of less than 5 or 6 cm., as in such cases with an average sized 
child there will he experienced marked difficulty in effecting the 
delivery and it may be quite impossible of accomplishment. 

A previous craniotomy should stand out very strongly as a contra- 
indication to a second one. In other words no obstetrician is at all 
excusable if he allows a patient in his charge to reach the stage 
needing a craniotomj'^ the second time at least for pelvic disproportion. 
The previous craniotomy should be a warning signal, and a timely 
version or cesarean section should be performed in order to avoid 
the necessity of further loss of life. Then possibly there are a few 
cases of pelvic tumors or cervical disease or sears Avhich offer insur- 
mountable obstacles to craniotomy. 

In preparing for this operation in addition to the usual antiseptic 
precautions there are at least a few conditions which should be ful- 
filled. The cervix should be fairly well dilated or easily dilatable, 
though of course the size of the fetal head is to be greatly reduced and 
full dilatation is not of the same importance as in an ordinary forceps 
delivery. Yet, if the craniotomy is done as we often see it done and 
if some of the obsolete instruments are used that are still being used, 
there is grave danger of serious injury to a cervix which is not well 
dilated. 

Catheterization as in all obstetric operations is of very great im- 
portance. One of my cases gave me a very lasting impression of 
this, in that catheterization relieved me of possible blame for an 
injury which was present before I began the craniotomy. The 
catheter passed into the meatus properly but entered the vagina 
through a large laceration produced in attempts at forceps delivery 
before the patient came under my care. 

Then unless the head is low down or very firmly impacted it is al- 
ways well to have an assistant hold it firmly through the suprapixbic 
region while the operator perforates, as it sometimes moves about to 
such a degree as to markedly increase the difficulties and dangers. 

As to the instrument of choice it seems that most operators prefer 
the Tarnier basiotribe. It offers a triple combination of an excel- 
lent perforator, crushing apparatus and tractor all in one instru- 
ment and in my own experience is far superior to any other de- 
vice. In addition to liaving the triple combination in one instrument 
the Tarnier basiotribe greatly reduces the probability of injury to 
maternal soft parts by splinters or edges of cranial bones and rarelj- 
ever slips off. 

Once the perforator has entered the cranial cavity it sliould be 
carefully but positively introduced down to the medullary portion 
of the brain and moved about in such a manner as to quite completely 
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destroy the Autal areas of the brain or the veiy disconcerting condi- 
tion may arise of having the child delivered still alive. I have seen 
tivo eases in ivhieh perforation had been done and the head markedly 
crushed and still the babies made efforts to breathe after delivery. 
Authentic cases are on record of the babies living for hours and even 
days and one case lived for j’-ears as an idiot. 

Within the past few months a ease was brought to my attention 
where the perforator had been introduced and the baby delivered 
by high forceps; the child is noiv alive and well at two years of age. 
The child only shows a small scar over the area of the anterior fon- 
tanelle and to m.y mind it is altogether likely that the perforator was 
inserted between the scalp and cranium and that the cranial cavity 
was not entered, yet these cases serve to illustrate what may happen 
and to warn us against depending on mere perforation. The fingers 
should always be a guide for the perforator and an attempt should 
be made to perforate near the pubis as this will reduce the dangers 
of injury to the mother. In using the Tarnier basiotribe an effort 
should always be made to insert the perforator deeply and to apply 
the blades high on the sides of the head in order that the possibility 
of their slipping off may be reduced to a minimum. Also it is well 
to screw the locking device down quite firmly as in doing so the 
head is being reduced in size and the dangers of the instrument 
slipping off are still further reduced. 

SUMMARY 

1. Craniotom}^ is an operation we should have no hesitancy in de- 
ciding upon in all cases where the child is dead and there are no 
insuperable obstacles to pelvic delivery of the mutilated child. 

2. Ci'aniotomy upon a living child may at times be indicated .if 
there exists little or no hope of its ultimate survival and the mother 
would be seriously jeopardized bj"" any other method of deliver}''. 

3. The operation per se should carry with it no maternal mortality. 

4. With the safety of cesarean section in its various forms de- 
veloped to where it is today, a craniotomy performed upon a living 
child always represents improper care either b}’’ the operator or his 
predecessors on the ease. 
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DOUBLE SALPINGOOOPHORECTOMY WITH PARTIAL AUTO- 
OYABIAH TRANSPLANTATION, FOLLOWED BY TWELVE 
YEARS OP ^klENSTRUATION, A NORMAL PREGNANCY 
AND AN UNCO^ilPLICATED MENOPAUSE AT 
FIFTY-ONE YEARS OF AGF/' 

By Willia^i Seaman Bainbridge, Sc.D., M.D., C.M., New York City 


CASE BEPOBT 

C. S., tlurty-nine years of age; married. January, 1905, I first saw this patient 
in consultation with Dr. W. T. Scovil of Richmond Hill, New York, to whom I 
am indebted for the postoperative history of the case. At that time the patient 
was suffering from double salpingooophoritis, old pelvic abscesses and peritoneal 
adhesions, tlie result of two miscarriages. 

Operation was advised and performed January 10, 1905. The operative find- 
ings confimied the clinical diagnosis. Extensive adhesions matted together prac- 
tically the entire pelvic viscera. Ovaries and tubes formed part of an inflam- 
matory mass which consisted largely of multiple tuboovarian abscesses. In re- 
moving this mass a complete ablation of the tubes and ovaries was necessary. 
The patient, "with great desire for a subsequent pregnancy, had exacted a promise 
from the surgeon before operation to conserve in every possible way the ovarian 
tissue, even if some risk proved necessary. This phase of the matter was stressed 
by both the patient and her husband. 

After the tubes and ovaries were excised, in the mass of pus was located a 
small piece of ovarjq about half the size of the terminal phalanx of the little 
finger. This piece was carefully removed, grafted at the stump of the tube, in 
the cornu of the uterus and covered with an omental flap. The abdominal inci- 
.sion was closed, except for a small tube drain, at the lower part of the wound. 
This was dispensed with in a week. 

Convalescence was uneventful. Four months later the patient had a regular 
menstruation and one and a half years subsequent to the operation had a normal 
labor and bore a healthy child. A year later the husband died. The postmenstrual 
life, after being reestablished, was quite regular and normal. At fifty-one years 
of age menopause occurred, uncomplicated by any distressing mental or physical 
symptoms and the mother and child arc living and well today. 


Since tlie completion of this case history, an article on ovarian 
transplantation, by Dr. W. E. Estes, has appeared in the Medical 
Times of Slay, 1922. The author of the article reports a pregnancy 
six years ago following the removal of the ovaries and the reimplanta- 
tion of a part of the ovarian stroma, directly at the inner opening of 
the fallopian tube, in the horn of the uterus. The site of the graft 
and the technic of the operation, as described by Dr. Estes, are prac- 
tically those used by the writer of the present paper in numbers of 
cases during sixteen years of ovarian transplantation when the tubes 
were removed. 


S4 G!!.\MEI5CY P.vuk. 


(2'cr discussion, see p. 423.) 
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TRANSPLANTATION OF THE CERVIX^' 

By W. "Wayne Babcock, M.D., Philadelphia 

A bout 1905 I ivas consulted bj’’ a Avoman of twenty-six years, who 
had been married six jmars and whose chief complaint Avas ste- 
rility. In this patient the cervix Avas long, conical, much inArnginated, 
anteflexed, and the anterior Avail Avas short so that the os uteri Avas 
close to the introitns. It seemed possible that the elongation and po- 
sition of the cerAHX might account for the sterility^ and an operation 



Fiij. 1. — The cervix has been well freed from its overlying mucous membrane, ^ , 

laceration corrected, and guide sutures /, I introduced. The incision for the new os is snown 
at III. Often a much larger posterior incision is necessary and a much larger JSJand oi 
mucosa about the os II is left. 

•Re.nd at the Thirty-fifth Anmmi Meeting of the American .Association of Obstetricians, 
Gynecologists and Abdominal Surgeons, Albany, N. Y., September 19 21, 1922. 
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to transplant the cervix well hack in the vaginal fornix was suggested. 
Under anesthesia a transverse elliptical incison was carried about the 
cervix, leaving a small island of mucous membrane around the os, 
and the vaginal wall freed from the rest of the cervix. A small trans- 
verse incision was then made well back in the vaginal fornix and the 
mucosa between the incisions freed by blunt dissection. By sutures 
fastened to the island of mucous membrane about the os passing 
through the first incision, under the mucous membrane and out of the 
incision in the fornix, the cervix was pulled back through the 
posterior incision and fixed by carefully uniting the mucous edges. 



I'lC- 2,— The ccn-ix has been drawn by the guide sutures I. I to its new location, and the 
mucous edges are being approxim,ated. 

The anterior opening was closed by interrupted sutures, and the op- 
eration completed by introducing a supporting pack of iodoform gauze. 

The postoperative course of this patient was not complicated, and 
not long afterward she returned to her home in England, became 
pregnant and was delivered of a healthy living child. Since this 
time she has borne a second child. The operation, which is a rather 
simple one, consists of a posterior submucous transplantation of the 
cervix, which may or may not be associated with a trachelorrhaphy 
amputation of the cervix, or a shortening of the uterosacral ligaments! 
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Tlie amount of mucous membrane left upon the cervix varies with the 
amount of invagination of the cervix that the operator ivishes to pro- 
duce, and also upon the condition of the cervix. 

This operation may be indicated in: 

1. Superinvagination of the cendx indicating operation where, owing to .the sma’I 
size of the uterus or other reason, amputation of the ceivix is undesirable. 

2. In certain cases of anteflexion of the cervix or anteposition of the cer\'ix or 
uterus. 

3. In certain eases of retroversion of the uterus favored or maintained by a 
short anterior vaginal wall, with anteposition of the cervix, and possibly also elon- 
gated uterosacral ligaments. 





Fig. 3. — Both incisions closed, completing the operation. To further lengthen the anterior 
vaginal wall the anterior incision should be sutured in a vertical instead of a trans* 
verse direction. 

4. In certain cases as a part of the operation for prolapsus or decensus uteri. 
The liigh posterior attachment to the uterosacral ligaments obtained serves to main- 
tain the anteflexion and high position of the uterus in the pelvis. 

5. As a part of the operation of amputation of the cervix to lengthen the an- 
terior vaginal wall and to give added suj)port to the cervix. 

6. To facilitate the reconstruction of a mutilated cicatricial or adherent cervix, 
whore a new cervical covering of healthy nonadherent mucosa is not readily avail- 
able without the transplantation. 

7. As a part of the operation of vaginal interposition. 
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The transverse incision over the cnldesac may he used to gain en- 
trance to the pelvis for associated intraahdominal work, and its length 
will obviously vary with the necessities of the particular case. The 
operation is conservative, easily carried out and seems to have a spe- 
cial, although perhaps limited, field. 

Technic . — ^Usually it is easier to make the posterior incision first. 
With the patient in the lithotomy position and a weighted vaginal 
speculum in place, the cervix is grasped by a tenaculum forceps pulled 
Avell forward and the transverse incision through the mucosa of the 
fornix made. By blunt scissors dissection the submucous tissue is 
liberated forward to the cervix. The cervix is encircled by an inci- 
sion well liberated, and after any necessary plastic work, by guide su- 
tures introduced through the posterior incision, it is pulled back in 
place and the mucous edges approximated. Laterally the sutures maj’- 
obtain added support bj’- properlj’- catching the uterosacral ligaments. 

The anterior incision, if it is desired to further lengthen the ante- 
rior vaginal wall, is closed in an anteroposterior direction by sutures 
that should catch also the anterior uterine wall to prevent the forma- 
tion of a dead space. It is obvious that the operative technic will be 
modified by the peculiarities of the particular case and by any neces- 
sary associated operations. 

2033 Wa.'lnut Street. (For discussion, see p. 424.) 


THE PERNICIOUS EFFECTS OF THE USE OF STEMS IN THE 
UTERUS AND THE DANGER OF INTRODUCING SOUNDS 
AND OTHER FOREIGN BODIES WITHOUT 
PREPARATION*:' 


By James N. West, M.D., New York, N. Y. 


T VERY much desire to do something toward the prevention of 
the disease and suffering ndiicli come oftentimes as a result of 
the introduction of stems and other foreign bodies into the uterus 
and leaving them there for a considerable length of time. The use 
of stems in the uterus is a procedure fraught with so much danger 
tliat I cannot conceNe vliy any surgeon Avitli moderate instruction 
would resort to it. 


About thirty-five years ago, the use of intrauterine stems urns at 
its zenith, but about the time I urns an interne in the Women’s Hos- 
pital, in 1894, it was on the decline. It was considered in those days 
quite the thing to invent some variety of the uterine stem for anteflexion 


•Rcail at llic Thirly-fiftli Annual Mcclinc of llie Amfric-n 
Gynccobprists, .and Abdominal Surgeons, Albany, N. Y., September 192’ 
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dysmenoiT’liea and sterility. But their use was on the decline for 
the i-eason that it was found to be an unsafe procedure which often 
resulted in parametritis, pelvic abscess, peritonitis, endometritis, and 
sometimes death, all of which the patient risked by this treatment 
for the relief of a minor condition. Furthermore, it was based upon 
a false conception of the cause of dysmenorrhea in anteflexion. 

I am presenting for your inspection a collection of twelve different 
kinds of intrauterine stems, and although you would hardly think it, 
the inventor of each of these stems considered that he had added 
something to the sum total of gynecology that would increase his 
reputation and aid in the relief of suffering women. This form of 
treatment was dying a natural death on account of its inherent 
vieiousness, but recently there has been a revival in the form of a 
pessary having a central stem fixed into a little saucer-like base, and 
with its intrauterine end spread out somewhat in the shape of a 
stretched out hair pin. The tivo intrauterine limbs of the stem are 
supposed to extend across the fundus and in that position to re- 
tain the stem in the uterus bj”- their resilience. This stem is 
used for the prevention of conception and has no name. I have seen 
a good deal of disturbance as a result of its use and have removed 
several stems in. my office. I am presenting herewith one case which 
illustrates what the use of this stem may do. 

Mrs. J. I. J., age twenty-five, married six years, three children, oldest five years, 
youngest ten months. Normal deliveries. Admitted to Post Graduate Hospital, 
March 18, 1919. 

Two months before admission the patient consulted a doctor for prevention of 
conception. He introduced an intrauterine stem to be left permanently. In the 
early part of March she began to complain of severe pain in the pelvis with chilly 
sensations alternating with high fever. The diagnosis read, pelvic cellulitis with 
pus formation in front of the uterus and left broad ligament. The patient was 
treated with an ice bag to the abdomen and with hot douches. 

She was operated upon March 24. A vertical incision was made through the 
left rectus muscle nearly to the horizontal ramus of the pubes. A cavity was 
encountered containing a large quantity of pus. An incision was made through 
to the vagina between the bladder and uterus through which a rubber tube was 
brought from the abdominal incision into the vagina. 

The patient was discharged improved June 2Sth. There was still an abdominal 
fistula which discharged from time to time a small amount of pus. Readmitted 
Aug. S, 1920, with a double pyosalpinx and abscess of left ovary with sinus of 
abdominal wall. Operation August 9. Dissection of sinus. Removal of left tube 
and ovarj', right tube and appendix. Drainage with iodoform gauze through the 
culdesac. Discharged Sept. 11, 1920. Improved. There still remained a small 
abdominal fistula. 

This history of danger of death, of suffering, and permanent sterility, dates 
from the introduction of an intrauterine stem for the prevention of pregnancy. 

The use of intrauterine stems for anteflexion still exists to quite 
an appreciable extent, but having heard the discussion of the subject 
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years ago, and having seen that the majority of gynecologists ha^■e 
given up their use, it occurred to me that there must he some reason 
why men eontinue such an archaic, dangerous and pernicious form 
of treatment. I finally have assumed that it is the result of ignorance, 
but there must be some authority in works of gynecology for the 
practice. To clear my mind on this subject, I have looked up the 
subject in several text books to see Avhat position was taken by the 
authorities in regard to the use of stems. In some I find a most 
cursory mention of their use for the relief of dysmenorrhea of ante- 
flexion, and in some the subject is not mentioned. 

I herewith present some epitomized references. 

Montgomery, Gynecology, 1912. “Twenty-five years ago the employment of 
the stem pessary was the favorite method of overcoming an anteflexion, etc. The 
objection to its nse is that it is a source of irritation, affords constant danger of 
infection to the uterine mucosa and may lead to serious trouble.” 

Hirst, A Textbook of Diseases of Women, 1905. “An intrauterine stem. pessary 
which would seem to be the most suitable implement for the correction "of 
anteflexion cannot be recommended, for the prolonged retention of any foreign 
body in the uterine cavity predisposes to infection of the endometrium and to 
secondary infection of the tubes and ovaries.” 

Graves, Gj-nocology, 1918. “As has been stated the use of intrauterine pes- 
saries is unsurgical in principle and may be followed by inflammatoiy processes 
ill the tubes, of wliioh we have observed two instances, nevertheless, even with 
this risk the procedure is regarded as justifiable and is very widely employed. 
If applied to the proper cases the results gained by pessaries both for dysmenorrhea 
and sterilitj' are comparatively good. The pessary is left in from six weeks to two 
or three months. It must be very carefully watched by the attending physician, and 
should bo removed at once if undue leucorrheal discharge or pelvic pain appears.” 

Crossen, Operative Gynecology, 1915, advocates its use. 

There is no occasion for further quotations. A general practitioner 
seeking for a means of relieving sterility and dysmenorrhea due to 
anteflexion, turns to his work on gynecology, his answer -will be in 
accordance with the book wMcli he happens to have upon his .shelf. If 
lie turns to Crossen he gets advice to use the intrauterine stem. If he 
turns to iMontgomery, he finds the subject mentioned and is advised 
not to use a stem. If he turns to Graves, he is told to use a stem but 
that his patient will be in grave danger from its use. If all of these 
works are read, lie will he bewildei-ed, hut if he is a man of ordinary 
judgment he will not nse a stem. The same thing whieh applies to 
the use of the stem for anteflexion and sterility, applies Avith still more 
force to the stem now being used to pi>event conception. The preven- 
tion of conception in certain cases is a humane and proper thing, 
although not always legitimate, but the nse of the intrauterine stem 
is an extremely dangerous and improper method. I wish to thoroughly 
discourage the use of intrauterine stems for any purpose -whatever 
and I trust that an expression of opinion on the part of members of 
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this Society may be given on the subject in order that the opinion 
of the writer may he reenforced by the greater authority of opinions 
of members of this Society. 

The same thing which applies to the use of intrauterine stems ap- 
plies to other foreign bodies in the uterus. 

In doing dilatation and curettage one should always wipe out the 
cervix with tincture of iodine so as not to carry the organisms which 
are found in the cervical canal into the body of the uterus and vacci- 
nate them there with the curette. This applies to any other intra- 
uterine instrumentation, except the use of forceps in delivery. 

I would advise against leaving uterine packing more than thirty- 
six hours and then the use of iodoform gauze from which the iodo- 
form has been washed by wringing out in water three or four times. 

Finally, the ideal surgical relief for dysmenorrhea, which is prac- 
tically uniforml3>' successful, is a thorough dilatation of the cervix 
and Emmet’s amputation to a point one-third of an inch below the 
internal os. This procedure has resulted uniformh^ in the relief of 
djmmenorrhea of anteflexion and in manj’- cases has relieved sterilitjE 

71 "West Forty-ninth Street. {For discussion, see p. 425.) 


RENAL TUBERCULOSIS: DIAGNOSIS AND TREATMENT*' 
By H. Dawson Furniss, M.D., P.A.C.S., Neav York, N. T. 

DIAGNOSIS 

A S MY work in urologj^ has been entirelj’’ on the female, points 
germaine to renal tuberculosis in women only are discussed. 

If one has in mind tuberculosis whenever a patient has hematuria, 
pjmria, frequencj'- or renal pain, and clings to this idea until proved, 
or disproved bj' finding another cause for the trouble, he will miss 
few of the tuberculous cases. In the veiy early, and occasionallj’’ 
the very late eases, one may fail, but the majority are so plainly 
labeled tuberculosis that there is little excuse for error. 

Renal tuberculosis is a chronic disease and slow in development. 
In mj^ eases sj'mptoms referable to the condition existed before diag- 
nosis three months in one case and thirteen j'ears in another, with 
an average of approximatelj’’ four j'ears. In 20 per cent there was 
a history of other previous tuberculous lesions that often antedated 
b.v a number of 3’ears, the S5^mptoms of the renal trouble. Three of 
these patients had bone tuberculosis that had healed five j’cars before 
the onset of urinary sj^mptoms. It is possible that the kidne.v lesions 

■*Rcad at the Thirt>’*fifth Annual Mcetini^ of the American Association of Obstetricians, 
Gynecologists, and Abdominal Surgeons, Albany, N. Y., September 19-21, 1922. 
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occiiri’ed diu’inp; tlie acute stage of tlie bone trouble and remained 
quiescent all this time. In 15 per cent there ivere healed or active 
pulmonary lesions and in two the pulmonary condition overshadowed 
the renal. In three there had been an old cervical adenitis. In none 
was genital or peritoneal tuberculosis discovered prior to operation, 
but one patient succumbed two years after nephrectomy to pulmonary 
and peritoneal tuberculous disease. 

Vesical symptoms are usually the first complaint and in young 
virgins frequency of urination should excite a suspicion of tuber- 
culosis. The irritation is at first slight but becomes progressively 
worse. The frequency is nocturnal as well as diurnal, in this partic- 
ular differing from trigonitis and chronic urethritis. Slight pyuria 
may be noted early ; later it is always present and rather well marked. 
Hematuria is often noted early, lasts usually a few days, and is I 
believe nearly always of vesical origin and associated with an acute 
exacerbation of the vesical symptoms. Later there is always a small 
amount of blood from the A'csical granulation and ulcer, and rarely 
any from the kidneys. The ca.ses vary in the degree of vesical in- 
volvement and consequently in the severity of the symptoms. Some 
have almost complete destruction of the kidney with only moderate 
bladder disturbance, and with others just the reverse occurs. 

Renal pain, usually in the form of nephritic colic, at times a dull 
ache, occurs in 15 per cent. This is due to intermittent obstruction 
of an already indurated and strictured ureter. 

Temperature was noted in only a few, and with these there was 
perinephritic abscess, ureteral obstruction, and lesions in other or- 
gans. The general health was good in 50 per cent, fair in 35 per cent,, 
and poor in the remaining 15 per cent. AYhen poor, bilateral involve- 
ment, renal insufficiencyy, or disease in other organs should be suspected. 
It is surprising how little uncomplicated unilateral renal lesions affect 
the general health. At times patients with rinilateral renal tubei’- 
culosis have a toxic infection of the other kidney, which clears after 
nephrectomy. 

Though one may suspect tuberculosis from the history, the diag- 
nosis really rests on laboratory, cystoscopic — and at times x-ra.y, and 
other methods of physical diagnosis. The very early, and at times 
the very late, cases are the most difficult to diagnose. 

The finding of tubercle bacilli in the catheterized urine of a woman 
is almost proof positive of tuberculous disease of at least one kidney. 
This statement is qualified with “almo.st” for the reason that tuber- 
cle bacilli are at times excreted by the healthy kidney without damage 
to itself. Should there be pus, blood, and impaired function of the 
kidney from which tubercle bacilli are excreted, a diagnosis of renal 
tuberculosis is warrantable. The bacilli can be found in at least 85 
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per cent of the patients either by slide preparation or guinea pig 
inoculation. I have had two instances of failure of guinea pig inocu- 
lation Avhen the bacilli were diseoi^ered by staining. In some of the 
late cases, especially those where the ui’eter has become occluded, one 
fails to find the bacilli. 

In the majority of our patients the cystoscopie appearances are so 
marked that to the experienced examiner they are as significant as 
pulmonary signs are to the skilled internist. There is induration of 
the ureteric meatus, in the early eases slight, but in the adimnced quite 
marked. The orifice becomes irregular, the lips losing their elasticity 
and being rigid and nodular. There are varying degrees of perimeatal 
involvement, from simple induration to actual ulceration. The in- 
A'olvement of the ureter produces a shortening and consequent retrac- 
tion of the meatus, often so great that it will be three-quarters to 
an inch behind its fellow. There is usually a “kissing” ulcer on the 
anterior Avail, slightly lateral and on the opposite side from the af- 
fected ureter. 

Except in greatly advanced eases the rest of the bladder is uuin- 
Amh'ed — in these advanced eases the bladder capacity is almost nil, 
the outlines are so destroyed by ulceration that one part cannot be 
differentiated from another. 

Should tubercle bacilli be found in the bladder urine, and the 
disease be so slightly adimnced that changes hai’e not been produced 
in the bladder that Avould indicate the kidney affected, both ureters 
should be eatheterized and the oi’igin of the bacilli determined. In 
those showing characteristic ureteral changes the suspected side is 
not eatheterized but only the healthy one to proA^e that it is not dis- 
eased. We feel that catheterization of the knoAvn tuberculous side 
is harmful and that it gwes no information not to be otherudse found. 
The combined function of the two kidneys is determined b 5 ’' phenol- 
phthalein and blood chemistrAq and the indiAudual by injecting indigo 
carmine intraAmnously and Avatching the elimination through a simple 
CA'stoseope. Prequentlj^ the ureter of the healthy side is Avidely di- 
lated; AA’ith the meatal lips flabby and not indurated, Avhieh will dis- 
tinguish it from the tuberculous type. This is a retrograde dilata- 
tion due to back pressure, Avhich back pressure is due to an almost 
constantly contracting bladder. 

Where the disease is at all adA'anced the ureter of the involA^ed 
side can usually be felt per vaginam, Avhicli. is of A^alue in determining 
the side or sides affected AA'hen cystoscopy is impossible. The size 
of the kidney is not to be taken too seriously in diagnosis. Very 
frequently the tuberculous kidney is not enlarged, is often reduced 
in size, and the healthy one may be the larger as a result of compen- 
satory hypertrophy. 
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"Wliile tlie disease can be usually diagnosed by laboratory or eysto- 
seopie metliods, there will be found a few instances in which this 
is impossible; then x-ray examination may be of value in showing 
up this condition. 

When the bladder is so involved that one is not able to determine 
the side affected, some have advocated exploratory operation upon 
the bladder to eatheterize the ureter, or operation upon the kidneys. 
In such advanced bladder disease there is also such involvement of 
the ureters that they can be palpated per vaginam and one determine 
the side or sides affected. X-ray may be of possible value. I should 
hesitate to do an exploratory operation on the kidneys and then only 
when the general health Avas good or fair, the combined urinary ex- 
cretion of phenolphthalein, and the blood chemistry near normal; 
I should explore the supposedly healthy kidney first. The condition 
of the ureter ivould more often indicate tuberculosis by its thicken- 
ing than an inspection of the kidney itself, for many tuberculous kid- 
neys haim no surface indication of disease. If there was doubt, a 
specimen of urine could be obtained by ureteral catheter introduced 
through a small slit in the ureter or the pelvis. If such urine was 
pus-free, the probabilities ivould be against tuberculous infection. 
If pus is found, a specimen should be olitained, the wound closed 
and the case kept under observation, until the question of the pres- 
ence of tubercle bacilli could be determined. Fortunately one is 
seldom called upon to make an operathm diagnosis. In the majority 
of instances a more accurate and comprehensive diagnosis can be 
made by the other methods above enumerated. 

TRE.ATJIENT 

Except in cases of miliary tuberculosis, renal tuberculosis is usu- 
ally unilateral, at least at first. In the consideration of treatment 
of tuberculous kidneys, it is necessary to know the natural history 
and course of the disease. 

The majority of the cases Avill progress to complete destruction 
of the kidney. A small number of these Avill have the kidney shut 
off from the urinary tract by stricture formation in the ureter, and 
of these a few ivill have the disease become stationary. It is this last 
class that are the so-called cures, but they remain potential sources 
of future trouble. With the cessation of drainage into the bladder 
the cystic symptoms are reliei'ed. 

Unfortunately with the progression of the kidney destruction there 
is usually an advance of the disease in the bladder Avhieh becomes 
severely ulcerated and greatly contracted, making the patient mis- 
erable and at times life almost intolerable. In neglected eases the 
second kidney may become involved either through the blood stream 
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or by the ureter. The toxins from the tuberculous kidney are often 
the cause of nephritis on the other side. 

A small percentage of the patients develop perinephritic abscesses. 

The accepted treatment for unilateral renal tuberculosis is nephrec- 
tomy, providing there is no contraindication in other concurrent dis- 
ease or renal insufficiency. The earlier the disease is eradicated, the 
better the chances of preventing further spread and of relieving the 
bladder condition. With one patient, who had tubercle bacilli in her 
right kidney urine (found three times) and none in the left, I was 
greatly chagrined to find a kidney with no discoverable tuberculous 
change. Since then I have made it a practice not to remove kidneys 
discharging onl.y tubercle bacilli. There must be other evidences of 
involvement, such as pus, diminished function, thickened ureter, and 
ureteric meatal changes. As the disease is essentiallj’- a slowly pro- 
gressive affair, one can well await the development of more evidence 
to warrant kidney removal and this without, detriment to the patient. 

With bilateral involvement some authorities have advocated removal 
of the kidney with the more advanced lesion. This does not seem 
warranted unless the better kidney has only slight lesions with good 
function and its uretei’, with the pai’t of the bladder surrounding it. 
is uninvolved. Even then, unless the patient was suffering acute 
renal pain, or there was vesical intolerance, I would withhold opera- 
tion. 

In regard to operation the chief questions involved are drainage 
and treatment of the ureter. Unless there has been soiling of the 
wound from rupture of the kidney, or persistent oozing, I refrain 
from drainage, and when draining use rubber tissue for twenty-four 
hours for oozing. If the wound has been soiled a split rubber tube 
is used for twenty-four or more hours, depending on the degree and 
character of the soiling. When there is perinephritic abscess the 
kidney should be removed if not unduly risky. If there are great 
technical difficulties drain the abscess. 

Unless there is marked involvement of the ureter, or low .stricture 
with dilatation above, the ureter is divided with a cautery, ligated 
and dropped. Under the other conditions, the ureter is removed to 
a point just above the bladder. In my experience a sinus is as apt 
to form after ureterectomy as after high division. 

In one patient on whom I did a ureteronephrectomy there devel- 
oped a sinus, subsequent involvement of the second kidney, a pro- 
gression of the cystitis, and discharge of urine from the bladder 
through the stump of the ureter into the sinus and onto the skin. In 
this particular ease the ureterectomy permitted discharge from the 
bladder which othei'wise might not have occurred. 

About one-third of the patients develop a sinus, and this seems to 
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follow in the drained as well as the undrained. Nor does resection 
of the ureter, except in the class of eases above mentioned, seem to 
favorably influence this complication. In the drained cases the sinus 
is noted usually during the hospital stay; in the undrained it makes 
itself manifest about the fourth week when they are home. This gives 
the undrained eases a seemingly apparent, but false, advantage. 
"While a disagreeable complication, I have seen no harm come from it. 
They close spontaneously on the improvement in the general condition, 
though this may take from a few weeks to several months and occasion- 
ally a year or more. 

In nearly all the patients there has been a postoperative rise of 
temperature, lasting from 24 hours to several days, with an exacerba- 
tion of all other tuberculous lesions. This I have interpreted as a 
tuberculin reaction, exactly similar to that after injection of tuber- 
culin. With the first that had a severe reaction I opened the wound 
on a hunt for pus. The hunt Avas unsuccessful b\At the Avound healed 
sloAAdy Avith a sinus and a hernia, the only one I have had sufficiently 
well marked to be troublesome. 

The after-treatment of these patients consists in measures to build 
up the patient’s general health, to spare the remaining kidney over- 
Avork, and to clear up the cystitie lesions. .Good results have been 
obtained by irrigating the bladder with boric solution in the acute 
stage, 2 to 3 per cent carbolic acid later. For persistent ulcers ful- 
guration hastens the healing. 

For the bilateral, or otheiuvise inoperable, cases much can be done 
for the bladder comfort in the Avay outlined for the postoperative 
A'esieal treatment. 

Renal tuberculosis is usually unilateral, and AA^hen so, there is a 
favorable response to nephrectomy in the relief of kidney and bladder 
discomfort, and a betterment of the general health. 

{For discussion, see p. 430.) 
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BLADDER SURGERY IN RELATION TO THE FOURTH ERA 

OP SURGERY* 

By Robert T. Morris, M.D., F.A.C.S., Ney- York, N. Y. 

trUXLEY said that science committed suicide the moment it 
adopted a creed. 

In the course of development of the third or pathologic era of 
surgery during which the methods of asepsis and antisepsis made 
greatest advance, a number of creeds became established. The rub- 
ber glove was accepted as belonging to the ritual of procedure in 
bladder surgeiw. It distinctly lessened the surgeon’s tactile sense 
which is required to such a high degree when he is working out an 
enlarged prostate gland or finding minute fragments of eoncretions 
or determining the character of several kinds of changes in the blad- 
der wall. 

The fourth or physiologic era of surgery ineludes the idea of. doing 
the gentlest and most rapid woidc without injury to the natural pro- 
tective resources of the individual. In, eases in which infection of 
the bladder has already occurred, well prepared hands do not carry 
any additional bacteria to the bladder in any harmful way. In eases 
in which there is no infection of the bladder at the time of operation, 
the more rapid gentler woi’k that is done by Avell prepared bare hands 
lessens the degree of injuiy to normal tissue cells and conserves 
their natural defense. 

Another injurious part of the technic of bladder surgery belonging 
to the third era included the creed that drainage tubes and connec- 
tions Avith a stei'ile bottle beneath the bed Avere essential desiderata. 
As a matter of fact the bladder naturally resents the presence of any 
such shocking contriA^anee and patients Avere made A'ery uncomfort- 
able beside being distinctly injured at times by the addition of this 
feature of the management of their cases. A certain kind of drain- 
age dcA'ice is necessary in many eases in AA’hich posture AA'ill not suffice 
for ghnng a sufficient degree of natural drainage. A retention cathe- 
ter must sometimes be used but Avhen that is the case, it should be 
the smallest and softest one procui*able. 

For suprapubic drainage I do not feel that anything is required 
beyond a small drainage Avick excepting in situations in AA'hich Ave are 
obliged to employ packing for the control of hemorrhage. In place of 
the cumbersome and distressing tube and bottle arrangement after 
suprapubic cystotomy, a A’ery small drainage Avick is preferable. The 

•Read at the Thirty-fifth Annual Meeting: of the American Association of Obstetricians. 
Gynecologists, and Abdominal Surgeons, Albany, X. Y., September 19-21, 1922. 
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wound about the wick is protected by a couple of layers of iodoform 
gauze. Upon this gauze is placed sphagnum moss for purposes of 
absorption of fluids from the bladder or Avound. 

Sphagum moss is inexpensive and ma}'’ be purchased by the bale 
from any dealer in florist supplies. It is hard and dry in the bale, 
but any lot which is to be used for bladder dressing purposes may 
be first soaked in a tub of saturated solution of borax, squeezed as 
dry as possible and then kept in large jars ready for use. As a mat- 
ter of convenience, handfuls of the sphagnum moss may be twisted up 
loosely in a single thickness of gauze and these little “balls” of moss 
are easily applied for suprapubic drainage purposes. They may be 
thrown away several times in the course of a day if necessary and a 
patient wearing this sort of drainage device may be sitting out of 
bed by the window reading his newspaper in comfort at the time when 
a patient udth drainage tube and bottle accommodation is lying in 
distress in a bed to which he is confined. 

In the fourth era of surgery which makes the least possible 
degree of drain upon the patient’s strength we may choose the wide 
and moss drainage device. Sphagnum moss merely soaked in clean 
water and then squeezed nearly dry seems to have a certain inhibit- 
ing effect upon the development of microorganisms. Aside from anj'' 
additional protection given by boraeic acid or borax the layer of iodo- 
form gauze which protects the immediate vicinity of the wound 
guards this area well enough. 

Another feature relating to fourth era methods as opposed to those 
of the third era consists in discarding some of the beautiful and sci- 
entifically devised instruments for examination of the interior of the 
bladder by way of the urethra. If the patient were a horse and a 
dead one at that, this sort of instrumentation would represent a very 
high notch in artistic skill. 

Our sentient patients, however, frequently sacrificed upon the altar 
of Avonderful device and method, stand in abject terror of reapplica- 
tion of cystoscopie methods in particular. There are situations in 
Avhich there is no alternative. There are many other situations, Iioaa^- 
ever, in Avhieh a simple suprapubic cystotomy entailing almost no 
suffering may give all of the advantages obtained by Avay of elaborate 
urethral route investigations. 

The third era surgeon’s off-hand feeling commonly includes Avhat 
seems to him a kindly act Avhen he avoids suprapubic incision and in 
its place offers high class intraurethral observation and treatment. 

The fourth era surgeon, however, equipped with simple ways for 
managing suprapubic cystotomy, is prepared to give his patient al- 
most immediate comfort in an hour in some cases in Avhich the suffering 
incidental to cystoscopie work might subject the patient’s life to risk. 


114 East Fifty-Foukth Street. 
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THE SO-CALLED HER.NIA IN THE ]\IAMMAIIY AEEOLA 

A CO^■TRIBUTION TO THE POSSIBLE EtIOLOGY OP THE IMaMIIA ArEOLATA 

AND Vicarious Menstruation 
By G. L. Moench, M.D., New York 

Asmsta)it Professor of Gynccoloffif and Assistant Attending Gynecologist at the New 
York Post-Graduate Medical School and Hospital 

T T IS a well-known fact that pliylogenetieally young organs are 

prone to malformation in their ontogenetic development. This is 
shown, for example, by the frequent malformations of the genital 
organs. Another plijdogenetically young organ, closelj’’ connected 
with the reiiroduetive system, is the human female breast. Poljdhelia, 
misplaced mammaiy tissue,^' malformations and gynecomastia are 
evidences of the atavistic tendencies iiresent here and the frequency 
of such malformations teaches us how young an organ the human 
breast must be. In fact the mammary gland of the human female is 
unique in the ivhole order of mammals, both as regards the mechanism 
of its development and the stages of its growth. This is best seen 
by a brief comparison of the mammary glands in the various classes 
of mammalia. 

In the lowest form, the monotremata, who lay eggs and whose 
3’'oung when the.v reach the outside Avorld are too j'oung to suckle, 
not even nipples are present. In these animals the milk simplj^ ex- 
udes from the skin of the abdomen of the female where the jmung 
can lick it up. In the next higher class, the marsupialia, nipples 
form, but the Amung are generallj’’ born at such an eaidy stage of de- 
velopment that at first the^' are unable to suckle and the milk is ex- 
pressed for them bj^ muscles similar to that which H. Priedenthal has 
called the musculus expressor lactis.f In the carnivora the nipples 
are well developed, the 3-oung able to suckle energetically at birth, 
but except at the time of lactation the nipples are very inconspicuous 
and disappear under the fur. In some classes of the ungulata the 
nipples are more iirominent but in none of the mammals until we 
reach the higher primates (gorilla, orang-utan, chimpanzee, and gib- 
bon) do we see aindhing which would even suggest an areola. In 
the apes an areola and tubercles of Montgomery are present although 
small. In not a single class of mammals, howevek, except man, do 
we have anj' mammarj- gland enlargement until pregnancy and lac- 

*One of the oldest cases in this respect is the one reported by Perkins in the Jour. Am. 
Med. Assn.. 1921, p. 792, where secreting mammary tissue with a nipple was situated on tlie 
right buttock of a man. 

fPeitraege r. Naturgeschichte d. Mcnschen. Fischer, Je.na, 1910, etc. 
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tation occur. The human female is the only one who show's the 
grow'th of the mammary gland with the production of a fat pad on 
the pectoral muscles at puberty, as a definite secondary sexual char- 
acteristic, independent of pregnancy and lactation.'" 

Another human characteristic of the breast is the possibility of long 
continued milk production and the relatively slight retrogressive 
ehange wdiich takes place after the lactation period. As this condi- 
tion is, how'ever, present also to a large extent in domesticated cow's, 
and much less in wnld cattle, we must see the explanation of this oc- 
eurrenee probably in functional overwork of the gland combined 
wdth a superabundant food supply. Such a eapacity for increased 
milk production would seem to indicate an inherent strength of these 
organs had not Alfred Adlerf shoAvn definitely that weak organs are 
just the ones wdiich may become modified and adjust themselves most 
easily to excessive demands put upon them. 

These few' facts of the phylogenesis of the human female breast 
explain wdiy racial and individual differences and malformations, es- 
peciallj' in the size, shape and form of the nipple and areola, are so 
very common. Doubtless, the customs and habits of the various peo- 
ples account for some of the racial peculiarities. The tight dowoiward 
binding of the breasts practiced by some of the African tribes may, 
for example, be responsible in part for the bottle-shaped breasts 
found here.t Most of the differences, how'ever, must be sought for 
far deeper and in fact can only be understood if apart from the phy- 
logenetic principles involved; W'e also study the various stages of 
groivth of the normal breast in the individual. These stages are w'ell 
illustrated by the follow'ing diagram copied from Stratz, wdiose no- 
menclature I have also retained. 

A. The Stage of the Mammilla. The slight amount of mammary 
tissue present here lies directly underneath the nipple and forms a 
flat, compact disc. (Too firm an attachment to the surrounding and 
underlying tissue at this stage wdll account for the malformation 
know'n as inverted nipple.) 

B. The Stage of the Areolamamma. Even as early as the seventh 
or eighth years the growdh of the mammary tissue bulges the areola 
upw'ard. The nipple gradually becomes less prominent. This stage 
often lasts onlj' a feiv w'eeks or months. It has erroneously been 
considered pathologic by some observers. 

C. The Stage of the Mamma Areolata. The fat and breast tissue 


‘The development of the udder before lactation at times seen in domesticated, never 
m wild caMic. IS a totally different structure liistologically from the normal human female 
breast of puberty. 

Sehwarzenherg. Berlin. 


tPlass Bar/e/i;--Das W'cib in der Natur und Voelkcrkunde, Leipzig, Grieben. Ed 8 190S 
Numerous other tribal customs causing changes in the breast^ and other organs are also cited 
here .and illustrated by drawings and photographs. b s a e aiso cited 



396 THE AMERICAN JOURNAL OP OBSTETRICS AND GYNECOLOGY 


develop and tlie nipple and areola form a smaller, more convex dome 
on the surface of the breast. 

D. The Stage of the Mamma Papillata. This represents the fuUy 
developed breast. The areola has been taken up again into the gen- 
eral convexity of the mammarj’- gland. 

In the yellou’’ races stage D is practically always reached. In the 
protomorphous races, however, type C usualty persists throughout 
life. In the white races type D represents the normal but at times 
type C persists." 

, One form of this last t3^pe Hofstaetter^'^' has recently reported in 
six cases in pure bred Arian girls as hernia in the mammary areola. 
He believes that the defect is caused by a lack of development or 
tonus of the smooth muscle fibers of the areola. In each case the 
areola bulged irregularty and a separation of the muscle fibers seemed 
palpable to Hofstaetter. The nipple frequentty slanted off to one 

A 

B 


c 


D 

Fig. 1. — The four stages in the development of the female breast in the white races 

(schematic). (After C. H, Stratz.) 

side and at times was not erectile. Before the development of the 
anomaty there were nearly alwaj'^s drawing pains in the breasts. In 
those cases in which menstruation is mentioned it was usuallj" late 
and scanty. All of the girls had become very stout just before the 
onset of the deformity. Hofstaetter advises cold bathing, muscular 
exercise, alcohol washings, regulation of diet, and adhesive strips to 
keep back the bulging. In the advanced, or long standing cases, he 
thinks the prognosis is hopeless but possibty operative interference 
might offer some hope of success. At the same time Hofstaetter 
quotes Priedenthal as stating that the cause of the mamma areolata 
in some of the black races maj’- be a hj’^pertonus of the smooth muscle 
fibers. This, however, would most certainty be the type of areola 

*Sce C. H. Stratz — Die Rassenschoenheit des Weibes. Ed. 4, Enke, Stuttgart 1903, Also, 
Die Schoenheit des weibl. Kocrpcrs. Ed. 15, Enlce, Stuttgart 1904, and Floss Bartels — I. c, 
**Hofstactter—r'Htmla in the Mammary Areola. Arch. f. Frauenkunde, viii, 105. 
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least predisposed to hernia and does not agree at all Avith Hofstaet- 
ter’s previous I’emai’ks. Again, the yellow races seem always to have 
a mamma papillata, whereas, they show'^ the least development of 
areola muscle fibers. 

Hofstaetter’s article interested me very much because of an iden- 
tical, recent ease of my OAvn w^hich show's that at least in some long 
persisting cases we are not dealing writh hernia at all and a very dif- 
ferent treatment and prognosis is indicated. 

The case observed by me is that of a young unmarried woman of twenty-two 
(T.M.P.) blonde, pure bred Anglo-Saxon. She came to me early in 1922 com- 
plaining of backache and general malaise at the menstrual period, also nose-bleeding 
and tenderness and bleeding of the gums either just before or usually during her 
periods. These symptoms had been present at every period since her menstruation 
started at 13 years of age. The flow had come every three and a half to four and 
a half weeks. Once three years ago, after a cold, she had total amenorrhea for three 
months, during wliich time no vicarious bleeding was present. Family history 
negative. Examination showed a well developed young woman. Both breasts 
showed a mamma areolata, especially on the left side. The nipple here slanted to- 
ward the outsido and even on irritation did not project at all above the level of the 
bulging areola. The hymen was intact, the uterus anteflexed, very slightly smaller 
than nonnal. The body hair was somewhat in excess of the usual female type, 
otherwise the physical examination revealed nothing abnormal. 

As the patient did not have severe pains and told me she would soon be mar- 
rigd, I prescribed benzyl benzoate for her dysmenorrhea and calcium chloride (by 
mouth or possibly as Afenil* by intravenous injection) for her vicarious menstrua- 
tion. 

The patient did not return for almost eight months. She then came to find out 
if she were pregnant as her period was a week overdue. She had been married four 
months previously. She had taken the benzyl benzoate when necessary, the calcium 
only one month, and as it had done no good, had ceased taking it. She told me 
that her epistaxis and tender gums had become less after the first month of her 
marriage and by the third month had disappeared altogether. At the same time 
she had had marked sticking pains in the left breast for about two weeks following 
the second period after her marriage. The following month she had had moderate 
pains in the right breast. A slight dysmenorrhea still persisted at times. 

A gynecologic examination showed no signs of pregnancy, the hymen was torn, 
the uterus was the same size as before. The breasts, however, were changed. Both 
areola had flattened out considerably, especially the left side showed this very 
plainly. There was no longer the marked bulging of the areola which had been 
present before and the nipple stood out even without being touched. It reacted 
quickly and strongly to the slighte.«t irritation. 

We have here then a case which duplicates, in practically all de- 
tails, the six cases that Hofstaetter describes as hernia in the mam- 
mary areola but which improved as soon as sexual intercourse was 
established.f There can be no doubt, therefore, that we are dealing 


‘Afenil is a combination of urea and calcium and, as far as I know, the only preparation 
of calcium which can be used intr.avcnou.sly. It has had marked .success abroad in cases of 
hemorrhage and various other conditions. 

••Since then a ree.vamination has confirmed the absence of pregnancy. 
tNone of Hofstaettcr’s cases, with one c.vception, that of a voung woman who seems to 
have developed the condition during pregnancy, were followed up to the lime of marHa^e so 
hat nothing can he said as to the possibility of a reaction such as occurred * ‘ 


in my case. 
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in this ease ivitli an endocrine disturbance which can only he inter- 
preted as one of diminished ovarian function stimulated to greater 
activity by sexual indulgence. As further proof for this viewpoint we 
must remember the small uterus, the hypertrichosis, and the amenor- 
rhea lasting three months several years ago. 

It Avould seem to me that the only logical explanation of all eases 
of persistent mamma areolata is that of insufficient ovarian function. 
Due to this the breast never reaches its full development but stops at 
an earlier stage. Furthermore, this explanation is the more easily 
tenable if we remember, as stated in the beginning, that the earliest 
mammals have no nipples at all and that only in the apes and humans 
do we have a differentiation of nipple and areola. 

I ivould be more inclined, also, to attribute the occurrence of the 
mamma areolata in the protomorphous races to the same cause ratlier 
than to those mentioned by Hofstaetter. This may seem at variance 
perhaps with the general opinion about the pronounced sexual tenden- 
cies found in some of the black races but these opinions are mostly 
based on observations of the protomorphous races outside of their 
wild state. In such cases interbreeding with other races, change of 
environment and an abundant food supply, have totally altered con- 
ditions. Anyone who is familiar with the peculiar, and often extreme 
laws of sexual abstinence found in these races in their indigenous 
state, will realize tliat people with pronounced sexual proclivities 
would never make such laws. Besides, the negroes born in civilized 
countries do not, as far as my experience goes, have a mamma areolata, 
or at least only rarely. "We see, therefore, .even here no evidence 
against accepting an endocrine deficiency as the cause of a mamma 
areolata. If this deformity develops secondarily, especially after a 
woman has become verj^ stout, I would also think of ovarian defi- 
ciency. The same is true in pregnancy where the activity of the 
ovary is much reduced. 

In addition to the mamma areolata the vicarious menstruation in 
my ease was also cured by marriage. This occurs at times and is 
mentioned in various instances in the literature, as by Scanzoni vho 
attributes the same curative power at times to conception and preg- 
nancy. To be correct my ease really showed not a vicarious, but a 
supplementai’yf menstruation as utei’ine hemorrhage also was present. 

Generally, vicarious menstruation is regarded either as a perverted 
ovarian function or an increased ovarian function. The first explanation 
is given especially in true cases of vicarious menstruation wrth or 
without hypoplasia or total absence of the uterus, the second rn cases 
of supplementary menstruation. However, that would not explain 

'Cited by Roth, who will be found in the bibliography, on viearious menstruation, at the 
end of the article. 

tOor/a»rf— iledical IUctionary and Blair Bri/— System of Gyn. i, 3/4. 
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why we do not get vicarious menstruation after a total hysterectomy 
with retention of ovarian tissue. Neither would it account for the 
fact that such hemorrhages do not occur in the so-called normal 
cases. The ovarian hormone certainly acts on the whole hody and 
produces a general hyperemia. This is shown hy the increased tend- 
ency to hemorrhage in eases operated upon at the time of menstru- 
ation irrespective of the operative locality. In my ease certainly we 
cannot possibly think of an increased ovarian function. As ovarian 
extract raises blood pressure it would seem rather that cases with 
vicarious menstruation have a defect or instability of the vascular 
system^* or that possibly a constrictor element normally present in 
the ovarian extract is lacking.! As the breast is so intimately con- 
nected with the uterus and ovaries, this would also coincide well 
with the occurrence, in these eases, of a mamma areolata where the 
muscle fibers evidently have not contracted sufficiently. It would be 
interesting to have statistics on the condition of the breasts in cases 
of vicarious menstruation and vice versa, and I believe that such 
statistics would help to increase our knowledge of the endocrine 
action of the ovary, which at present is still known onlj^ very super- 
ficially despite all efforts in this direction made so far. 


BIBLIOGRAPHY 
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part of the hody, hut in about one-third of the cases is represented hy epistaxis, see 
the following: 

Ainberg: Otitis Iiitema Sinistra Hem., New York, Arch, of Otol., 1906, xxxv. 
Bourhon: Menstruation Hemorrhage from the Ear, Paris, Jouve et Boyer, 1899, 
Thesis. Brothers: Concealed Menstruation, Med. Eec., Aug. 19, 1899. Chassat: Periton. 
Menstruation, Rev. Med. de la Suisse, Rome, 1920, p. 453. Davis: Vicarious Hemor- 
rhage into the Eyes at Menstr. Period, Ophthal. Eec., July, 1897. Feldman: Stom- 
ach Bleedings of Sexual Origin, Berlin, E. Ehering, 1911. Friedenherg : Vicarious 
Menstruation into the Retina, etc., Hartford, 1903, Am. Ophthal. Soc., 1903. Keen: 
A case where a woman . . . menstruated for eleven years hy the rectum, Ann. of 
Surg., June, 1919. PulverviacTier : Three cases of Vicarious Menstruation, Ztsohr. f. 
Gynak., 1916. Binsema : Herpes Menstrualis, Acta Dermato-Venereol, i. No. 1, 1920. 
Eosser: Endocrine Problems in Pelvic Snrg. with Spec. Ref. to Vicarious Menstrua- 
tion, Endocrinology, 1920, p. 537 and Texas State Jour, of Med., xvii, 290. Both: 
Vicarious Menstration, Monatschr. f. Gehurtsh. u. Gyhak, li, 41. Schaefer: Vica- 
rious Menstruation and its Forensic Importance, Vierteljahrschr. f. Gerichtl. Med. 
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616 Madison Avtinde. 


*The coagulation time of the blood must also he thought of. It was normal in my cast. 
fThc conception of vicarious or supplementary menstruation as a deficient ovarian function 
receives further clinical evidence from a case reported by E. H. Funk and A. G EUis in the 
Report of the .Tefferson Med. Coll, .and Hosp.,” 1915, vi. 136. In this case the woman 
had periodic bleeding (vicarious menstruation! from the mouth, associated with hypoplasia of 
the uterus and tubes and aplasia of the ovaries and mammarj- glands. 
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A Prelijiinary Eeport* 


By 0, M. Gruhzit, M.S., M.D., Detroit, Mich. 


EEGOEY MENDEL formulated in 1865 laws wliich govern trans- 
mission of hereditary characters from the parents to the off- 
spring. Von Dungern and Herschfeld’^ demonstrated in 1909 and 1910 
that the transmission of blood group characters obeys the same laws. 
In 1921 and 1922 Ottenberg- used the blood group characteristics of 
parents and their offspring as a means of identification of the parent- 
age of the child. 

Landsteiner® in 1901 postulated the presence of different agglu- 
tinating substances specific to each blood group. Decastello and 
Sturli^ in 1902 and Helcton® in 1907 proved by the absorption method 
the existence of two cell agglutinogens and two corresponding serum 
agglutinins. Jansky® in 1907 definitely recognized four blood groups. 
This was confirmed by Moss" in 1910. Further, Von Dungern and 
Herschfeld showed that the agglutinogens of the red cells never occur 
in the child if not present in one of the parents. The blood group 
peculiarities are permanent throughout the life for each individual. 
In the embryologic development the specific agglutinating power of 
the red cells appears first and is present at birth, while the serum 
acquires the agglutinating power after the birth.'* 

It is universally known that the incompatible blood cannot be 
used for transfusion. The question arises whether a similar condition 
does not exist in a pregnancy where the mother's serum agglutinates 
the fetal red cells, and whether incompatibility of mother’s and fetal 
cell elements does not have something to do with the toxemias of 
pregnancy. 

With this in view, blood typing was undertaken to determine inci- 
dence of incompatibility of the blood of the mother and her offspring 
in normal pregnancy as well as in toxemias. 

It is to be noted that in every case of eclampsia the mother’s and 
baby’s blood grouping is such as to produce agglutination of the 
baby’s red cells by the mother’s serum. On the contrary, not a single 
case of normal pregnancy showed a possible blood grouping which 
could result in agglutination of the fetal red cell elements by the 
mother’s serum in vivo or in vitro. 

Diagnosis of eclampsia clinically is at times very difficult and many 


"This work was done at the 
School, with the kind permission 
coIog:>*. Received for publication, 


JIaternitj- Clinic of the University of Jficliigan Wetlic.al 
of Dr. Reuben Peterson, Professor of Obstetrics and Oyne- 
December 13, 1922. 
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mild cases might be missed entirely, Avhile other cases are easily mis- 
taken for nremia, hysteria, epilepsy, or nephritis. It is jnst as easy 
to diagnosticate eclampsia where it should be diagnosed uremia, ne- 
phritis, etc., unless the clinical e\ddenee is substantiated by laboratory 
findings. Eclampsia is more common than is usually thought, espe- 
cially the milder eases which are not recognized as such. Theoret- 
ically there should be one case of eclampsia in about 170 pregnancies. 
In the University of Michigan maternity clinic, out of 1040 cases de- 
livered during the last four years there Avere ten eases of eclampsia, 
i.e., one case of eclampsia in 104 deliveries. 


Table 1 

Blood Groitping in Toxemias and Normal Pregnancies 


number 

OF CASES 

mother’s 

group 

child’s 

GROUP 

13 

I 

I Normal 

10 

II 

II “ 

10 

II 

I “ 

2 

III 

I 

3 

IV 

IV “ 

1 

IV 

1 “ . 

1 

I 

II Eclampsia 

2 

II 

III “ 

1 

III 

II 

1 

I 

— “ Husband’s gr. IV. 

1 

II 

— Pernicious vomit. Husband’s gr. III. 


Manj’’ hj’-potheses have been advanced to explain the etiology of 
eclampsia. HoAveA^er, they do not attempt to coordinate the cause 
AAuth the symptoms of the disease. To be accepted, any hypothesis 
must explain the associated sj'mptoms of albuminuria, edema, head- 
aches, rising blood pressure, couAuilsions, increased viscosity of blood, 
coagulation thrombi in the capillaries, and the focal necroses of liver, 
kidneys, and the brain, as Avell as the occurrence of antepartum, intra- 
partum and postpartum eclampsia. 

In the feAv eases of eclampsia under consideration, the mother’s 
serum agglutinated her baby’s red cells in vitro. 

It is presumed that the Avaste products of the fetal metabolism pass 
into the mother’s system for disposition. It is also presumed that 
the fetal agglutinogens Avill be agglutinated in vivo of the mother’s 
system as it Avould occur if transfusion Avould have been done of in- 
compatible blood, or as it occurs in the test tube. These tAA^o pre- 
sumptions together Avith the clinical signs of eclampsia aid materially 
to explain the symptoms of the disease. 

The noticeable signs and symptoms of an eclamptic attack appear 
towards the later stages of pregnancy, i.e., at the time of the most 
rapid groAvth of the fetus. The increased anabolic process goes hand 
in hand Ai-ith increased rate of catabolism. Increased amount of Avaste 
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products, including tlie waste products of the blood system, are 
thrown or diffused into the mother’s S3^stem. Whether the specific 
agglutinating substance is passed to the mother’s system in the waste 
products as an albumin molecule or as a hj’-pothetieal “agglutinogen,” 
is not known. In the fetal bodj’' it is associated with the red cells. 
When in the mother’s blood stream, it is agglutinated and suspended 
as fine colloidal particles. A new colloidal state of the blood is pro- 
duced which probabW accounts for the more viscous, “thicker,” 
blood of the eclampties. This new state of the blood is the paramount 
factor of the disease. The physical and chemical processes which as- 
sociate with a colloidal substance in the blood stream may readity 
explain the signs and S5’^mptoms of eclampsia. 

The mechanism of the heart has to speed up to pump the thicker, 
colloidal blood. Further, the osmotic pressure is increased in the 
blood vessels as colloids have great power to adsorb water. This 
results in increased blood volume as well as blood pressure. These ef- 
fects of colloids in the blood stream have been ampl^’" demonstrated 
b3^ Ba3dis,® Erlanger and '^^^lite® and Kruse,^® while working with 
colloids, as acacia, gelatin, etc. 

The more water bound up and kept in the blood stream, the less 
there is eliminated through the kidne3’’s, though the blood pressure 
ma3^ be high.^^ The other s3’'mptoms of eclampsia, as headaches, 
edema, and the muscle phenomena, are the direct result of the eclamp- 
tic S 3 mdrome of the increased viscosit 3 '’ of the blood, the high blood 
pressure, and the increased blood volume. These factors produce 
edema as a result of congestion and stasis in all organs of the bod^L 
including the brain ; and when, according to Erwin,^” the intracranial 
pressure approaches that of the blood stream, the convulsions with 
the eje symptoms appear. 

This condition is further complicated by the reduction of the al- 
kali reserve of the blood plasma due to the pregnancy itself, but 
more exaggerated during the eclamptic period, as shown b3’’ White.^® 
and Killian and Sherwin.^^ The decreased alkali reserve of the blood 
is followed b3’' reduced ox3^gen-carr5’ing capacity of the latter. The 
lack of oxygen not onW embarrasses the central nervous system, 
but materialh- slows up body function in general and probabW aids 
in the formation of agglutination thrombi, as the increasing acidosis 
assists flocculation of the colloidal substances. 

It is probable that the agglutination thrombi in the capillaries of 
the liver lobules, kidne3^s, brain, and elsewhere, have similar origin 
as Ave see in the isoagglutination tests. The floccules at first are small, 
but Avhen forced together by slight shaking, the3' form large clumps. 
In the blood stream thcA- are probably just large enough to plug the 
small capillaries of the liA'er, IddncA'S, and brain.’® The stoppage of 
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tlie capillaries not only produces tlie focal necrosis of the particular 
organ involved, but aids in the stasis, congestion, edema, retention, 
increase of blood pressure, and convulsions, — ^the vicious cycle of 
eclampsia. 

SUAIMARY 

The hereditary anJage determines the blood group of the offspring. 
This same anlage determines -whether the mother’s blood agglutinates 
the fetal or not. 

In this preliminary work on eclampsia it has been found that the 
mother’s serum agglutinates her baby’s red cells in vitro. It is pre- 
sumed that such agglutination may occur in vivo of the mother’s 
blood stream resulting in a ''thick,” viscous .blood. 

The symptoms and pathology of eclampsia may readily be explained 
on the basis of the “thick,” viscous colloidal state of the blood. 
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THE MANAGEMENT OF THE THIRD STAGE OF LABOR 
By Charles A. Gordon, M.D., P.A.C.S., Brooklyn, N. Y. 

'^HE problem of the management of the third stage of labor has by 

no means been solved. A careful survey of present-day knowledge 
shows that not even in the fundamental principle of care is there 
unanimity of opinion. 

To the average person treatment of the placental stage seems sim- ■ 
pie, for delivery is complete with the birth of the child. The pla- 
centa is literally the afterbirth. The treatment may be anything from 
immediate Ciede to hasty manual removal, yet De Lee teUs us that 
more women die from accidents of the third stage of labor than dur- 
ing the other two stages combined. The easy problem evidently has 
a diffei-ent solution. 

lYe believe that interference with the normal mechanism of sepa- 
ration, whatever that may be, is the commonest cause of retained 
placentas, postpartum hemorrhage, and infections. 

Some of the great teaching clinics fail to impress students with the 



404 THE a:merican journae op obstetrics and gynecology 

importance of tlie expectant treatment of the third stage of labor. 
Much time may be spent upon the mechanism of separation, and lit- 
tle time upon the recognition of the clinical phenomena accompanying 
separation. Modern textbooks, too, Avith but one or two exceptions, 
are not precise or clear in their discussion of treatment. The tend- 
ency has been to fix arbitrary time limits upon this stage, without 
making proAusion for the eases Avhich fail to come within the limit. 
A loose terminology is largely responsible for misunderstanding. 
AboAm all, for some unknoAim reason, the method of Crede is more 
deeply impressed upon our minds than any other operatiAm procedure 
in obstetrics ; it is apt to be the fir.st postpartum thought. 

Crede.^ absolutely ignoring the fundamental necessity of separation 
before expulsion, pressed out the placenta in his first 2,000 eases AAuth 
the second or third contraction in an aAmrage time of four and a half 
minutes. He had retention of the entire chorion in 18 eases, and 
partial retention of the chorion in 78 eases. Later he changed his 
technic so that expression Aims not done until fifteen minutes had 
elapsed. 

A great many explanations as to the exact mechanism of the sepa- 
ration and expulsion of the placenta haA’e been offered. These have 
been largely theoretical, some depending upon frozen section work, 
others upon cesarean section or examinations made during operative 
deliveries. Practically all agree that the placenta is expressed ac- 
cording to the mechanism of Schultze or that of Duncan. Briefly, the 
Sehultze mechanism (1865) requires the formation of a retroplacental 
clot AAuth escape of the placenta, fetal surface first, through the mem- 
branes. MattheAvs Duncan, in 1871, asserted that the placenta first 
separated at the edge, AAdthout retroplacental clot, and escaped edge- 
Avays, maternal surface first. 

The mechanism is of more than academic interest, for its applica- 
tion is of Antal importance in the management of the third stage of 
labor. Preeland, in a study of 2,600 cases at the Eotunda Hospital, 
noted Sehultze mechanism in 2,145 and Duncan in 465 cases. In the 
2,145 Sehultze eases the membranes were incomplete in only 108, or 
5 per cent; Aidiereas, in the 465 eases of Duncan mechanism the mem- 
branes were incomplete in 70, or 15 per cent. There were in this 
sei'ies 28 cases of antepartum hemori'hage, in eA’^ery one of Avhich the 
mechanism Avas Duncan. He concluded, therefore, that the mechan- 
ism described by Duncan Aims almost pathologic, the separation at 
the edge actually occurring in antepartum hemorrhage or being arti- 
ficially caused by massage of the uterus. Polak, in 2,000 cases, ar- 
rh'ed at similar conclusions. 

The general impression is that deliA*ery of the plac.enta is commonly 
effected by Scliultze’s mechanism, yet Ave AA’ill all agree that abdom- 
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inal massage is the commonest method of management of this stage 
of labor. Either, then, massage does not influence the mechanism, or 
if it doeSj'Sehnltze’s method is pathologic. 

For practical purposes, is it not a fact that separation is due to a 
contraction in the placental site, in which the whole uterus does not 
share ? Perhaps the details of the mechanism vary with the location 
of the placenta, its size and shape, and the size of the uterus. 

This controversy has, at different times, enlisted many obstetri- 
cians. It seems to me that the work done in 1918 by WeibeP in 
Wertheim’s Clinic is epoch-making in character. Forty-six women 
were delivered on an x-ray table mth lateral and dorsal plates in po- 
sition. As soon as the child was born, the cord was quickly cut and 
the maternal end injected with 60-80 c.c. of Lilienf eld’s Kontrastin, 
a quantity which he found sufficient to fill the placental veins without 
escaping, as it does in the so-called turgidization of the placenta. 
Serial pictures ivere taken with astonishing results. Often, a picture 
taken one minute after delivery would find the placenta already sep- 
arated. In 21 cases he was able to follow the placenta from separation 
to expulsion. In these cases separation began at different points or 
all at once over the whole placenta. In 19 of the 21 cases the pla- 
centa passed through the contraction ring end first, as Duncan de- 
scribed. . There was commonly a delay in the separation of the mem- 
branes, whatever blood there was serving to separate them, and not 
the placenta. Passage of the detached placenta through the external 
os, vagina and introitus depends upon the length and adherence of the 
membranes and the size of the birth canal and the usual deflection 
of a passenger. It is true that Weibel’s series is small in number, 
but the uniformity of his results, and the exactness of his method 
of research make it highly probable that we must radically reverse 
our views on this subject, ^¥arnek^os, in Bumm’s Clinic, has been 
conducting a similar study. 

We have reviewed the third stage in 1,600 cases of labor occurring 
under our supervision in St. Catherine’s Hospital. 

As soon as the babe is born, a tell-tale tape tie is loosely placed 
upon the cord, at the vulva. The fetal end of the cord is not clamped, 
but is closely tied when pulsation stops. 

The abdominal coverings ar'e then removed and the patient is care- 
fully scrutinized for the practical picture of separation. In the abdo- 
men, after a physiologic period of inertia, the uterus rises above the 
Embilicus, not relaxed or soft, but firm in the upper segment. The 
lower uterine segment may be distended over the pubes, although this 
sign is not constant. A detached placenta half way through the upper 
segment into the lower, or protruding through the lower uterine se^- 
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ment into tlie vagina, may not distend the nterus. Descent or advance 
of the cord "ivith its tape tie from 10 to 15 cm. is constant. 

Together with these two signs the patient is instructed to bear doAvn. 
If she has a diastasis of the recti muscles, these muscles are firmly held 
together after the method of Baer, and she is again asked to bear doAvn. 
If this is not effectual, one hand on the fundus of the uterus, not squeez- 
ing, but pushing the uterus straight doAvn the Amginal axis, expresses 
the placenta by the piston method. If all these methods fail, Ave cathe- 
terize the bladder, if need be, and Avith the uterus firml}'’ contracted, 
try Crede, using anesthesia if necessary. 

The membranes are treated expeetantlj’" without torsion. The time 
for separation is as important as that for the placenta itself. Traction 
may be done only after partial descent of the membranes. 

If the placenta is still retained, or if it has not yet separated, the 
cord is cut just Avithin the AmlAm, leaAung the tell-tale tie in its place. 
Pituitrin is not given. The patient may then expel the placenta 
herself, or subsequent Crede may express it. Nothing further is 
done unless hemorrhage occurs, when Crede, under anesthesia, is 
done or, failing in that, the placenta is manually removed. 

There are, of course, exceptions to this rule, but it is obAdously no 
more possible to conduct the third stage of labor by rule than it is 
to conduct the first stage. 

If, upon our routine inspection of the placenta, large pieces Avere 
missing, I belieA^e Ave Avould remoA'^e them manuall}’’. So far, we haA''e 
not had to do this: membranes or small pieces of placenta are left 
for spontaneous expulsion. 

In this series of 1,600 eases pieces of membrane haA’'e been retained ■ 
foui: times, Avithout any disturbance other than the pain incidental 
to their expulsion in a clot. There AA'^ere nine cases of twin preg- 
nancy with one placenta, fiAm AAutli tAvo placentas, in none of which 
AAus there placental retention or postpartum hemorrhage. 

"We haA'e met with four eases of placenta succenturiata, in all of 
which the aecessor.y placenta came with the membranes and was not 
retained. A piece of placenta about 6 by 8 cm. remained in the 
uterus for four days, folloAving manual remoA'’al during cesarean 
section for placenta preAua. EAmn with pain and sharp hemorrhage 
on the second day, its presence Avas unsuspected. It was easily ex- 
pelled on the fourth day Avitli some further loss of blood and no rise 
of temperature. 

The entire placenta was retained for more than tAVO hours in ten 
cases. In two cases it was retained for three hours, two cases for 
fourteen hours, and tAvo cases for twenty-nine hours. There was 
at no time more than the usual bleeding. In eA^ery one of these cases 
the placenta aa'rs thought to be separated and Avas fully expressed 
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by Crede without auestbesia. In the seventh ease, in which the 
placenta was retained for ninety-six hours, Crede was successful, but 
not until considerable blood had been lost. There were two 'cases of 
manual removal of the placenta. In one, a case of hydrocephalus 
with craniotomy, the placenta was retained for sixty-six hours, when 
hemorrhage occurred. The placenta was found to be partially sep- 
arated and was easily removed. This patient’s convalescence was 
stormy, complicated by pyometra and persistent subinvolution. In 
the ninth case the placenta Avas retained for twelve hours when 
alarming hemorrhage occurred. Transfusion was done and the pla- 
centa removed piecemeal udth some difficulty. The postpartum course 
was normal, without temperature. We believe that this placenta must 
have been separated at some point, for Ahlfeld has pointed out that 
a completely-attached placenta cannot bleed. However, no point of 
detachment was found, and we consider this a true adherent placenta. 
In our last case, a primipara, after normal delivery, the placenta was 
retained for twelve hours, when death took place suddenly. There 
had been no hemorrhage and less than average blood loss. At 
autopsy it was thought that death occurred from acute dilatation of 
the heart. A small calcareous placenta could not be separated from 
the uterine wall. The pathologist reported placenta accreta. We 
feel sure that in this case death was not due to retention of the 
placenta. 

In this series there were fourteen cesarean sections, one of which 
was done for abruptio placentae, and another for placenta previa. 
In placenta previa treated by the vaginal route, failure to express 
should he followed by manual removal. 

In conclusion, we believe : 

1. The recognition of separation is of great importance. 2. The 
frequent occurrence of speedy separation is responsible for the suc- 
cess of Crede. 3. Indiscriminate use of Crede will surely cause the 
very end-results which that operation is designed to avoid. 4. Stu- 
dents should be taught that Crede is for the pathologic third stage. 
5. Retention often occurs in the lower birth canal, due to the re- 
cumbent posture of the patient and inability to use her abdominal 
muscles which are then chiefly concerned in expulsion. We see no 
reason why the primitive sitting posture could not be revived for 
delayed placentas. 6. The placenta may safely be retained for many 
hours. 7. The adherent placenta is rare: it causes no bleeding until 
partial separation occurs. 8. The completely separated placenta 
causes no bleeding. 9. The partially separated placenta always causes 
bleeding. This is the placenta which calls for manual removal. 10. 
hlanual lemoial carries a high mortality, hut it has a distinct indi- 
cation-hemorrhage. Delays are dangerous after hemorrhage occur.?. 
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Detailed studies of the management of the third stage of labor are 
not easily found in the literature. From our point of view, we found 
nothing so practical or precise as Polak’s study in 1915.® We hope 
that the work and deductions of Weibel will stimulate interest in 
the placental stage of labor, so that its management may be more 
clearlj^ defined for us all. 
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THE PATENCY OF THE FALLOPIAN TUBES ASCERTAINED 
BY TRANSUTERINE INJECTION OP FLUIDS'^ 

By I. S. Stone, M.D., Washington, D,_ C. 

S INCE the introduction of air or gas into the peritoneal caidty by 
way of the fallopian tubes has become a popular method, follow- 
ing the suggestion and practice of Rubin of New York City, it may 
be of interest to know that tubal irrigation through the uterus has 
been practiced by the writer and some of his colleagues and assist- 
ants since its first use in 1896. The only allusion to the method which 
has been published by the writer may be found in the Transactions of 
the American Cynecologieal Society for 1909 in a discussion of pa- 
pers by. Dr. Boldt and Prof. Hoffmeier on “Conservation of the 
Pehuc Organs.” 

The method was first tided during an operation upon a young woman 
with acute salpingitis and appendicitis with extensive pelvic perito- 
nitis. We were impelled to pursue a. conservative course in this in- 
stance because the patient was expecting marriage in the near future. 
At that time it was considered folly to leave a tube which was “drip- 
ping with pus,” yet we allowed the left tube and corresponding ovary 
to remain in situ, although the specific nature of the infection was 
beyond question (the responsible party confessed it). After opening 
the abdomen and removing the right tube and ovary with the appen- 
dix, all of which were hopelessly destroyed, Ave proceeded with the 
in.iection. The cenux uteri was caught with a tenaculum forceps, a 
large glass syringe filled with hot mercuric bichloride 1-1000 was 
introduced into it and passed through the internal os. Firm pressure 
Avith the hand caused a small stream of the .solution to appear at the 
paA'ilion Avhieh was caught upon a sponge and not allowed to flow 

l>v tiMe at TTipf^tinj: of the Southern Surgical Association held at Jlcmphis, Tcnn., 
December 12, 13, 14, 1922. 
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into the abdomen. Besides the transuterine irrigation of the left tube 
the same solution ivas used to irrigate its distal end by distention and 
flushing until we reached every possible fold in its mucosa. After a 
stormy first night the patient recovered, was married and bore her 
first child nine years afterward and a second child two years after 
that. The lady and her two daughters are now living and in excellent 
health. 

Since then tubal injections have been practiced at Columbia Hos- 
pital in this city, especially since iodine has come into general use 
as a sterilizing agent.’^' In some instances the injection has been made 
just before opening the abdomen in an effort to secure a better tech- 
nic, but as a rule the incision is made first. Inhibiting solutions have 
as a rule been used and we are not informed if the full strength tinc- 
ture of iodine has been used in any case. We are not aware of any 
complication as a result of this procedure nor have patients suffered 
additional pain. There is always a rise of temperature after “pus 
operations” and we cannot decide that it is ever caused by these in- 
jections. We have not heard of a single instance of accident or even 
anxiety due to these injections since iodine has been used. 

In a few instances we have tested the patenes’’ of the tubes in cases 
of sterility. In our last ease the patient had been married for six 
years without conceiving. During the greater part of this time she 
had an uncontrollable leucorrhea. When she came under my care the 
discharge persisted after resorting to the customary treatment, in- 
cluding curettement. The husband was found competent in every 
particular and in absolutely perfect health. The use of bismuth in- 
jections appeared to benefit the patient but we determined to inves- 
tigate the condition of the tubes as the patient was very anxious to 
have a child and willingly consented to have her abdomen opened. It 
is possible that the isthmus was the seat of the obstruction or infec- 
tion in this case for the patient conceived three months after leaving 
the hospital and her child is now two years old. In some instances 
we have failed to succeed in passing some obstruction in the tube, 
the force being hand pressure as mentioned above. The cornua and 
the narrow portion of the tube including the isthmus have hitherto 
been considered beyond reach of our usual methods. Is it not a fair 
supposition that some method of reaching this area would enable us 
to deal with the infection or obstruction which has left a patient 
hopelessly sterile? Attempts at reaching the remote cornua and 
isthmus by curette or probe have failed, while it remains to be de- 
termined if distention of the tubes with gas will prove to be suc- 
cessful in relieving sterility. 


*It is quite vossible that tubal injections gh'cii mthout oldening the ahdomcn mav return 
to yrofessional favor, if so let no one think himself a pioneer who tries it, for thrilterature 
of Lcrman medicine contains a report of an operation of this kind written half a century ago! 
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There is no ground -whatever for fear of forcing infectious tubal 
contents into the peritoneal cavity when fluids are used as described 
above. In any case with pus in the tubes the peritoneum is either 
infected or shut off by protecthm adhesions, while by our method the 
tubes are held in view upon a sponge outside of the cavity before 
the irrigation begins. 

A Avord of comparison between the efficacy of the two tests for pa- 
tencj^ remains to be said. The Ausible evidence of patency determined 
in appropriate cases with the abdomen open is gratifying and def- 
inite. To this it is quite possible that a measure of, or even complete 
sterilization of the mucosa of the isthmus has been added, Aiffiile with 
gas we could not hope for such a result. Again Ave knoAv that the 
introduction of gas into the caAdty aauII only proA^e one tube to be open 
and we still would be uninformed as to the condition of the fimbria 
AAdiieh may be sufficiently open for the passage of gas under pressure 
and 3’-et be incapable of performing their function. We are confident, 
howcA’-er, that the proof of the actual presence of tubal obstruction 
bj’- the recent use of air or gas Avill proA'^e an illuminating aid to the 
study of sterilit}^, a subject which has hitherto not received the at- 
tention to Avhich it is entitled as we can obserAfe very little if any 
better results by modern treatment than by former antiquated 
methods. 

Stoneleigh Court. 


PHENOLBAEBITAL SODIUM (LUMINOL SODIUM) TREATMENT 
FOR HYPEREMESIS GRAVID ARIBI* 

By Ralph Luikart, M.D., P.A.C.S., Omaha, Nebr. 

^ I ’’He successful treatment of hj’-peremesis graAudarum with phenol- 
barbital sodium seems worthy of record because of the hitherto 
unsatisfaetorj’- therapj’- of this condition and because of the important 
bearing of scA’-ere vomiting in pregnancy upon fetal and maternal 
life. These obserAmtions presage a wide field of therapj’- for this drug 
in emesis from various causes. Under hyperemesis gravidarum are 
included those cases of persistent vomiting AAffiich haA'^e no definite 
pathology and for Avhieh no cause for the A’-omiting other than the 
pregnancy can be found. 

Recent studies suggest that the underlying factors of hyperemesis 
and its complications are to be sought in some toxemia, depending on 
disturbed hepatic function. The weight of evidence favors the view 
that the Ih-er AA’hen underfed, — ^i.e., when its glycogen content has 
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become low as occurs in mild vomiting, — ^is a poor detoxifier and 
tlins a vicious circle becomes established. Therefore, it would seem 
reasonable to assume that if the patient could be made to retain and 
assimilate food, the chain of events which frequently develops into 
hyperemesis gravidarum could be avoided. 

It has long been known that patients suffering from this malady 
retain and assimilate food given shortl 3 ’' after a h^^podermic of mor- 
phine, codein or heroin, and that a few such feedings thus obtained 
sometimes save the life of the patient; but because of deleterious 
after-effects the number of eases in which these narcotics can be 
used is decidedly limited. 

The intravenous use of glucose seems a more rational procedure. 
It has been used Avith excellent temporary results and occasionally 
Avith permanent cure. HoAveA’^er, in those eases where vomiting is 
protracted it is not feasible to keep up the patient’s nutrition bj’- 
intravenous glucose feeding. Furthermore, the reactions are often 
severe. 

C. E. Paddock* has recentlj’- advocated feeding by the duodenal 
tube, AAdiicb in his hands has gh’^en satisfactoiy results. While not 
controA’'erting his conclusions I should feel that this method, because 
of its unpleasantness to the patient, because of the difficulty of its 
application in those suffering from extreme nausea and because of 
the rather frequent difficulty of introducing the tube, renders this 
means of ghdng nourishment one of last resort, rather than one of 
election. The present Amgue in the use of the duodenal tube for 
biliary drainage has emphasized the difficulties AAdiich may be antici- 
pated. In skilled hands the passage of the tube in patients not 
suffering from nausea is onlj’- sixty to eighty per cent at the first trial. 

It Avould seem that a drug which Avould allay A'-omiting and nausea 
long enough for food to be taken and assimilated and yet haA'^e no 
markedly deleterious effects Avould be ideal. Phenolbarbital sodium 
in oAAr hands has been such a drug. The use of phenolbarbital sodium 
is not an immediate cure for hj'peremesis gravidarum, but a relief to 
such an extent that the patient can often be carried to the end of the 
third month of pregnancy Avith her Aveight and general strength but 
little impaired. Thus the desired end is gained in that we have a 
Avoman in practically normal health and a live fetus in utero at the 
end of the period of intoxication. 

The method is as folloAvs: Phenolbarbital sodium, gr. 1 to 2, is ad- 
ministered hypodermically, the pure or poAvdered form onl.v should 
be used, as the milk sugar in the tablet triturates will often cause ab- 
scesses. Administration every four lionrs Avill .suffice in the majority 
of cases, though it may be given at shorter intervals for three or foAir 
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times if relief is not prompt. If tlie ease is seen early, regular feed- 
ings are continued — six a day. Great care must be taken' -with tbe 
general management. There should be examinations of urine, a record 
of total intake and output of fluids, blood' pressure determinations 
daily, pulse, temperature and respiration records. 

If the patient is starved and there has been considerable loss of 
weight and strength, then feeding should be along the following lines: 
Eskay’s food, invalid formula, two ounces every hour; carbonated 
water, or tap water, if preferred, midway between feedings^ The 
bowels should be evacuated by cathartics, calomel and a saline, such 
as Karlsbad, sodium phosphate, etc., preferably, and should be' made 
to move daily, if necessar}’- -with help of enemata. Fluids are given, 
Fischer’s solution, saline, per rectum, as needed to supplj’’ water and al- 
kali reserve. Visitors are not allowed and the room is darkened. "Wlien 
the patient asks for food frequent feedings in small quantities are 
given. The amount and kind of food is determined bj’’ the manner 
in which it is retained. Eventually regular meals are given, when 
a hypodermic dose of phenolbarbital sodium should be administered 
fifteen to twenty minutes before the meal. As food and water are 
taken and retained the mental and physical condition improves 
rapidlj'’. If the case is obstinate, treatment may need to.be continued 
until the end of the third month of pregnancy. 

The sensation caused by phenolbarbital sodium is described by pa- 
tients as a “fluid feeling” of the entire body. 

Occasionally the patient beconies a day sleeper and complains of 
wakeful nights. A hypodermic of seven graiins of caffein sodium ben- 
zoate administered with the phenolbarbital sodium helps to overcome 
this, and does not interfere with the quieting effect on’ the nausea of 
the phenolbarbital sodium. ' A cup of coffee serves the purpose some- 
what less satisfactoril.y. The only ■untoward effect of phenolbarbital 
sodium observed has been urticaria. This is relieved to a large degree 
by sponge baths of 1 per cent lysol solution,' as needed. 

Case I. — -Mrs. H., .twenty-seven, para ii. The family history was negative, except 
all were highly nervous. She was anxious to have a cliild, the cliild of the first 
pregnancy having died of diphtheria when fifteen months of age. 

During the first pre^ancy, which was' three years ago, vomiting was severe to 
the end of the third month, and- this confined the patient to bed most of the time. 
The delivery was normal. One year later the • appendix and tonsils were removed. 

The patient became pregnant while on a trip to Cuba, and at once began vomiting 
in the morning. She was then about fifteen days past her first missed period. The 
vomiting grew constantly more severe, and she became bedfast. 

On examination the blood Wasserhiann and spinal fluid were negative; blood 
sugar O.OS per cent. Uterus in good position, cervix not eroded: Teeth excellent. 

Treatment . — The patient was kept in bed on dry diet, given in small quantities 
at frequent intervals; fluid was given only by rectum. Bromide and chloral in large’ 
doses were administered by rectum. Under this treatment for a period of ten days 
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the patient gve\Y gradually weaker and her vomiting inereased in ser^crity. She was 
then taken to a hospital and treatment continued along the same lines. In addi- 
tion to tlie dry diet she was allowed ginger ale, thirty minutes after feedings, for 
which much has been claimed by some obstetricians. In addition to the chloral and 
sodium bromide, she received corpus luteum intravenously (Armour's), beginning 
witli 1 e.e. a day, and after two days increasing to 2 e.c. for a second period of 
two days, and subsequently to 3 c.c. per day. As no relief was obtained cocain 
was given by mouth and also bismuth subearbonate and cerium oxalate'. Later ad- 
renalin and placentiu were tried by mouth. The patient became progressively worse, 
until she retained no fluid by either mouth or rectum. On the eighteenth day ,of 
treatment she vomited clear fluid and bile continuously for a period of five hours, 
and again the next day. Her bowels were kept open nuth difidculty. Her blood 
pressure fell to 90, pulse 98; the urine contained acetone 1 -I, .was slightly acid, of a 
specific gravity of 1030, with a trace of sugar; no diacetie acid was present. 

In this serious condition gastric lavage was given and 500 c.c. of sodium bi- 
carbonate solution was left in the stomach. A measure of relief was gained, but 
vomiting soon recurred. An intravenous administration of 900 c.c. of 10 per cent 
glucose was given slowly during a period of two hours. Care was taken to main- 
tain the solution at body temperature. It was hoped that by following minutely 
Woodyatt’s directions the reaction might be minimized. In this we were not dis- 
appointed, but our glucose unfortunately was largely and promptly eliminated by 
the kidneys, notwithstanding the fact that we had taken pains to give less than 
0.8 gm. per kilo of body weight per hour. However, the immediate effect of the 
glucose treatment was favorable. Tlie blood pressure rose to 110; indeed, the im- 
provement so impressed the patient’s friends that they insisted, against advice, 
upon removing her from the hospital. This proved unfortunate, for though her 
home was comfortable and she had a private. nurse, she failed to maintain her im- 
provement and vomiting grew gradually worse. Corpus luteum, which had been 
discontinued, was resumed, but seemed to increase her vomiting. Thyroid extract, 
gr. i, t. i. d., gave temporary relief, but failed after a few days' trial. Her pulse 
reached 100, temperature 99°; the urine, of a specific gravity of 1030, contained 
acetone and sugar; the ammonia co-efficient rvas normal. There W'ere no signs of 
nephritis at ariy time. The patient became slightly jaundiced; she retained nothin.g 
by mouth or rectum, and the loss of body fluids became so extreme that she appeared 
actually desiccated. Eecourse was again had to glucose, all of which was found by 
quantitative arralysis to be eliminated in the urine within thirty-six hours. The pa- 
tient was returned to the hospital. A consultant suggested cauterization of the 
cervix and for psychic effect his advice was followed. The patient became pro- 
gressively worse, weak, restless and sleepless, and gave up. hope of being able to go 
on rvith the pregnancy. At this juncture Dr. Ernest Kelly suggested pheuolbarbital 
sodium to relieve her mental distress and sleeplessness. The results were striking, 
rhenolbarbital sodium brought forth immediate results, for the patient promptly 
and steadly improved, and her depression ceased. It was at this point that I made 
the obsei\ation that ctfiev each dose of phctioUjOThifol sodiuvi Ihe paiicui’s x'oiTiii- 
infj ceased for from Uvo io three hours. Liquids began to be retained and even 
solid food could be administered in small amounts at frequent intervals. Within 
three or four days the patient asked for a full tray, began to eat regular meals, 
and improved rapidly. An early attempt was made to omit the phenolbarbital so- 
dium, but she promptly vomited the food ingested, and therefore the phenolbarbital 
sodium was resumed. L.nter the dosage was reduced with no recurrence of vomiting. 
Her nutrition improved rapidly and finally the phenolbarbital sodium was reduced 
to a bedtime dose. This proved necessary to prevent early morning vomiting for a 
time. An occasional tablet by mouth, of 11,4 grains, was found necessary to re- 
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lieve early morning vomiting even after the third month. At the time the phenol- 
barbital sodium treatment was instituted, her weight was 82 pounds. Her normal 
weight was 98 to 103 pounds. After twenty days’ treatment her weight was 93 
pounds. The patient recently went through with normal labor and had a healthy 
child. 

Case H. — Mrs. D., age twenty-three, para 1. 

The physical examination and Wassermann were negative. She complained of 
nausea and constipation. Corpus luteum was given a fair trial, with no results ex- 
cept urticaria. Cocaine, bismuth, calomel and saline with bromide, gr. 90 and chloral, 
gr. 40, per rectum each day, etc., were given, without effect. (At this juncture my 
experience with phenolbarbital in Case I occurred.) As soon as the phenolbarbital 
sodium treatment was begun the nausea and vomiting ceased, the intake of food and 
water increased, and the patient held her weight. The patient’s condition was 
practically normal at the beginning of the fourth month, except for an occasional 
morning nausea. Caffein, sodio-benzoate was used successfully to prevent day sleep- 
ing. 

Hypodermic injections of phenolbarbital sodium have been given to some twenty 
patients with vomiting from various causes, some with prolonged vomiting follow- 
ing anesthesia, with immediate cessation. 

SUMMARY 

1. Phenolbarbital sodium allays nausea and vomiting, and permits 
the ingestion and the assimilation o£ food under conditions of per- 
nicious vomiting. 

2. HjTpodermic administration, is necessary for satisfactory results. 

3. Phenolbarbital sodium has proved successful in hyperemesis 
gra'sadarum when intravenous corpus luteum, intravenous glucose, 
and duodenal feeding have failed. 

4. The dosage of the phenolbarbital sodium may be diminished, or 
even suspended, as nutrition and tvater balance become normal. 

5. During the three months of hyperemesis gravidarum ti’eatment 
may be continued with varying dosage of phenolbarbital sodium 
without ill effect. 

6. The measures hitherto employed for hyperemesis gravidarum, 
such as intravenous glucose and duodenal feeding, are susceptible of 
only temporary exhibition. 

CONCLUSION 

Phenolbarbital sodium has proved, in our limited experience, to be 
the best sedative yet advanced to control hyperemesis gravidarum. 

808 Braxdeis Theatre Bldg. 



OBSTETEICO-GYNECOLOaiCAL DIAGNOSIS. THEEE 
UNUSUAL CASES-' 


By Adam P. Leighton, Jr., M.D., Portland, Maine 


Case 1. — Eematosalpinx. Miss K. L., a trained nurse and hospital executive, age 
twenty-five years. Past history, children’s diseases only and in good health up to 
1915, -u^hen appendectomy was done for acute appendicitis. This was evidently con- 
sidered a ' ' clean ’ ’ case for the incision was tightly closed. On the tenth day after 
operation, a large quantity of pus was discharged through the wound. This so- 
called “stitch abscess” drained profusely for two to three weeks. Eeeovery was 
slow and it was a year before the patient could resume her hospital work. In 1918, 
she -was operated upon again, following symptoms of continuous abdominal pain, 
with rapid loss of weight. “Adhesions were broken up” according to her state- 
ment and the left tube was removed. Good recovery followed with health and 
weight quickly regained. 

On June 12 of this year, she suffered an acute attack of pain in the right adnexal 
region. No temperature or vomiting. She was confined to her bed for several days, 
but recovered quickly and resumed her hospital duty. On July 12, just before start- 
ing from her home in IVoreester, Mass., to spend licr vacation at Old Orchard 
Beach, Maine, she had another attack of pain in the lower right quadrant, much 
more severe than pre-nous attacks. There was vomiting and extreme distention, but 
no rise of temperature. Diagnosis was made of intestinal obstruction. By enemata, 
however, the distention was relieved. Ten days later, having seemingly recovered 
to such a degree as to allow her to travel, she came to Old Orcliard. The next day, 
July 23, I was called from Portland to see her. The history was given me just as 
I have related. Her menstruation had been regular and noi-mal. When I saw- her, 
she was suffering acute pain and was extremely sensitive over McBurney’s point. 
There was pallor, abdominal distention and her temperature was 101°, the pulse 110 
and respiration 42, I had her immediately removed to my hospital. The white count 
was 15,000, hemoglobin 50 per cent, urine negative and lungs negative. Blood pres- 
sure was 118/74. It certainly had the ear marks of an “ acute abdomen ’ ’ but I decided 
to temporize. Hot fomentations and enemata -with salines gave relief and excellent 
results, with relief of distention. She was decidedly improved. The next day, July 
25, she was comfortable up to the late afternoon, when there was a sudden return of 
pain, followed by collapse. Temperature 103°, pulse 132 and respiration 44. Laparo- 
tomy, with gas-oxygen anesthesia was immediately performed through a median inci- 
sion. The abdomen was filled with fresh blood and blood clots. I did not think she 
would live to be taken from the table. Tlie network of adhesions made it extremely 
difiicult to reach the pelvic cavity. The right tube and ovary were removed. Two 
cigarette drains left. IMacroscopic examination of tube showed marked distention 
duo to a large organized blood clot. There was no tubal rupture. Tlie 
abdominal end of tube was open, with partial extrusion of the blood clot 
simulating tubal abortion, in the center of the clot was a small amount of foul- 
smelling pus. Microscopical examination showed an old chronic salpinptis but no 
sign of decidua or decidual reaction. It was a typical hematosalpin.x. There 


'Ucatt at the Tluny-fifOi Armiir.l Mecline of (lie .American A<;<;o^:^fJnn ni.,, 
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was a copious discliarge of pus for three rreeks, the wound healing well and the 
patient making a good recovery. 

Here was a case wherein the appendix had been removed and later a secondary 
operation was done on account of adhesions which evidently caused obstructive 
symptoms. I had never seen the girl before and the picture when I first saw her, 
was anything but one of possible ectopic pregnancy. She was septic. She had an 
increased white count. Her pain was exquisite over the old appendiceal scar. 
One would recognize obvious localized peritonitis and possibly consider stercoral 
ulceration with perforation, ovarian C3'st with twisted pedicle arrd almost anj’thing 
except to connect her symptoms with anj"^ adnexal difficulty. When she went into 
collapse and showed the extreme p.allor and had prostrating pain, I confess -I did 
consider ectopic rupture. All this, however, was with a history of regular menstrua- 
tion. When the abdomen was opened and the hemorrhage found, the pictui'e was 
complete. The microscope disclosed a hematosalpinx. I have often seen some free blood 
in the peritoneal cavity when operating for the removal of an unruptured pregnant 
tube and of course, when an ovum is near the fimbriated end and the tube is in 
the way of aborting it into the pelvic cavity, there may be a considei’able amount 
of intrapelvic bleeding and the ease simulate tubal rupture. Mj- explanation is, 
that even at the first attack of pain on June 12, there was considerable hemorrhage 
from some eroded vessel in or near the fimbriated end of the tube. A primary 
hematocele was formed. A month later, a fresh hemorrhage took place pushing the 
blood tumor further up into the abdomen and then came the last and most severe 
attack of pain, with collapse and exsanguination, due to the same reason, com- 
plicated with coincident pelvic and abdominal infection from the pus collection in 
the tube. 

Cask No. 2 . — Dermoid cyst simidating pregnancy, kliss P. B. Age nineteen. 
Patient presented herself at my office on May 10, of this year. ■Baid she liad a 
“ swelling in her abdomen. Past history: Had influenza in' October 1921, fol- 
lo%ved bj-- emp3’ema with subsequent rib resection. Made a slow recovery. Menstrual 
histoiy: Onset at thirteen 3-ears of age, three to four-day t3-p0 and rather irregular. 
Menstruated in October and November. Up to the time of consultation, she had 
menstruated but once since November, although there was a slight flow in early 
April. External examination disclosed a S3'mmetrical abdominal tumor, corresponding 
in size and height to a tw-ont3--eight weeks’ pregnancy, rising to about three fingers’ 
breadth above the umbilicus, which had been of slow regular growth, obvious to 
the patient since Februar3". Attempt at v-aginal examination showed an unruptured 
h3-men with digital insertion impossible. There was a w'ell-marked pigmentation of 
the primar3- areola and Montgomeiy ’s tubercles were present. Colostrum in good 
amount was easiH’ expressed from both nipples. She said that she had been 
nauseated most of the time the' past six months. Petal heart was not present. 
The mass was tense to the touch and resembled hydramnios. She stated that the 
mass was “soie” and she was “lame” across the abdomen. Her temperature 
was 101°. She emphaticall5' denied anv- attempts at sexual intercourse. Tlie picture 
was one of undoubted pregnanev-, however, and I sent her home to her family 
pln-sician with a diagnosis of intrauterine death of fetus. The growth had been 
too slow for hydatidiform mole and there was no suggestive vaginal discharge. 
The ph3-sician telephoned me, the next daj' from a nearby to'ivn where the patient 
lived and confirmed the diagnosis and even assured me that he and the girl’s 
father knew the fellow who was respomsible. Her father had been “suspicious” of 
his actions for some time. A thrashing was administered to the boy by the irate 
parent. ,A da3- or so later, the doctor and the father of the girl arrived at m3' 
office, bringing the girl with them, and desired that I make some arrangements 
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for her’ care at time of confinement. I took her to tfie hospital for olrservation 
with the expectation that labor would soon take place or that the uterus would 
have to he emptied. Her temperature' ranged between 100.6 and 102. The pain 
increased in severity. Blood count showed 24,000 white cells on May 21, and on May 
25, the count was 31,000; ’ Upon questioning the girl, she confessed to attempts 
at sexual intercourse and stated that there had been seminal deposition upon the 
external genitalia. I gave her an anesthetic, ruptured the hymen and made a 
vaginal examination. The cervix was elongated, conical and normal to the touch 
and far from the feel of the eer^di of pregnancy. I began to waver in my 
diagnosis. The pelvic brim was well filled with a mass similar to the engagement 
of the lower uterine segment. No body of a nonpregnant uterus could be felt. 
The next day, I opened her abdomen with the idea of exploration to ascertain the 
cause of the intense localized pain in the left lower quadrant. I found a large 
dermoid cyst of the left ovary. It was everywhere adlierent to peritoneal surfaces 
and the omentum. Incision w^as made into the tumor and about six • quarts of 
fluid resembling pea soup was drained off. Tliero -were two large wads of hair as 
large as one’s two fists and hundreds of little balls of sebaceous material, 
slightly larger than peas. The tumor was peeled off and removed. Drainage was 
left for three weeks and she made a good recovery. I have prided myself that I 
could diagnose pregnancy and have laughed at the mistakes of my colleagues, when 
in the last half of pregnancy, the diagnosis has been one of tumor. I have also 
seen infinitely better men than I, open the abdomen on a pregnant uterus when 
they contemplated removal of an abdominal neoplasm. Here urns a girl whose 
menstrual history, plus the possible opportunity for pregnancy being present, had 
in addition, deep pigmentation of the areola and a considerable quantity of 
colostrum in the breast. It looked to me like fetal death in the uterus coupled 
until a sapremia. I have never seen, colostrum present in such an amount, in a 
case of abdominal or pelvic tumor, unless perhaps the. patient had’ previously borne 
children. 

The inflammatory condition of the dermoid is interesting too, in addition to 
the complete adhesion, of the mass to the abdominal contents. The size of the 
dermoid is worthy of especial notice. 

Case No. 3. — Eclavipsia withotit itsuai preeclamptic symptoms. Mrs. J. C., age 
31, primipara. Patient uns under my constant observation from beginning of 
third month of pregnancy. Past history negative except for scarlet fever, at 
fourteen. Urinary' examination was regularly made at two and one-half week 
inten-als. The probable date of confinement was the last week in July of this 
year. On Juno 13 I went to her home to make the customary peb'ic measure- 
ments. Except for an edema of the ankles there were no objective or subjective 
symptoms worthy of note. Her blood pressure was 118-80. There were no 
visual disturbances, no headache, epigastric pain or dizziness. The urinary speci- 
men was examined this day and was absolutely nonnal. Two days later, on Juno 
15, I was called to her home. Edema was not particularly increased but she had 
a slight headache. Her mental condition was peculiar for she acted silly. Amnesn; 
aphasia w.as present and rather extreme. Blood pressure 120-80. In the e.'eiing 
I returned to her home faking a nurse with me to watch, her and care for her. 
As 1 entered the house, I heard a commotion upstairs and the unmistakable 
respiratory sounds of an eclamptic fit. I found the patient in a severe eclamptic- 
seizure. Administering a half grain of morphine, 1 called an ambulance and had 
lier taken to my hospital where I immediately performed cesarean section. Her 
blood pressure just previous to. section was 100 systolic and 70 diastolic and 
catliptor .epecimen of urine showed a hoaiT- trace of albumin. A healthy child was 
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delivered and the patient made an uneventful recover}’. The urine was clear and 
normal in every respect on the third day and she voided large quantities. The 
antepartum convulsion was the only one she had. Her mental confusion quickly 
cleared. She was home on the eighteenth day. 

The absence of visual s}’mptoms, the absence of the omnipresent preeclamptic 
symptom of epigastric pain, .the low blood pressure and normal urinary findings, 
followed by true eclampsia in less than forty hours is rather extraordinary. 

I cannot account for the low blood pressure after the eclamptic onset and just 
previous to the cesarean unless maybe an old myocardial condition was present and 
the heart muscle overtaxed by the convulsive effort, would be a sufficient explanation. 

192 State Street. (For discussion, see p. 434.) 


AN OPERATION FOR RETRODISPLACEMENTS OP THE 

UTERUS* 

By John 'VV. Keefe, M.D., F.A.C.S., Providence, R. I. 

I HAD the privilege last spring of tvitnessing a number of opera- 
tions performed by Italian surgeons, both at Naples and at Rome, 
and I tvas greatly impressed with the dexterity and other accomplish- 
ments and the excellent technic which they practiced. 

An operation performed by Professor Pestalozzi of Rome appealed 
to me as something out of the ordinary, and I thought you might be 
interested to know more about the details of this procedure. I also 
would appreciate an expression of opinion as to the value of this 
operation for the relief of retroflexion. 

"NYe are all familiar Avith the causes of retroA^ersion, retroflexion and 
descensus of the uterus, and we knoAV that seA^eral conditions may act 
as causatNe factors ; consequently, no single method of operating can 
be applied to all eases and to bring about a cure, seA’^eral opera- 
tions for repair may be necessary. 

The technic of the operation for the correction, of retroflexion is as 
folloAvs: 

The patient is placed in an exaggerated Trendelenburg position. A modified 
Pfannenstiel, slightly curved, transverse incision is made through the skin and fat 
down to the fascia covering the recti muscles. This incision with its convexity to- 
ward the pubes, extends from a point one inch to the inner side of the anterior 
superior spine of the ilium, to a like point on the opposite side, on a line with the 
upper border of the pubic hair. The resulting scar wiU come in the fold of the 
lower abdomen, just above the pubes, and on account of the location of the wound 
it is scarcely noticeable. 

It has been said, that the Pfannenstiel incision has been advocated principally 
for cosmetic reasons, as though these could be a matter of indifference, or minor 
importance to the patient. 

Should we not make special efforts to avoid the unsightly scars so frequently 

•Read at the Thirty-fifth Annual Meetinc of the American Association of Obstetricians, 
Gynecologists, and Abdominal Surgeons, Albany, X. V., September 1^-2. 
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seen, following the median incision, namely, the wide scar, the depressed areas, 
pigmentation, keloid, bulging from atrophy of muscular structures due to nerve 
injury; however, there are other advantages to the Pfannenstiel incision, the most 
important of which is the lessened tendency to postoperative hernia. Then, too, 
the convalescence is shortened, as the patient may leave the bed earlier and an 
abdominal binder is not required. 

Continuing, the flaps are dissected upward and downward for a distance of 
about five inches. A second vertical incision is made near the median line, at 
right angles to the original incision, through fascia, rectus muscle and peritoneum. 
A careful examination is now made of the abdominal contents and any patho- 
logical condition found is corrected. When the uterus is replaced in the normal 
anteverted position the round ligaments are observed to be lax and of too great 
length to be of material assistance in holding the uterus in the new, yet normal 
position. 

The salient features of this operation are that the bladder is first detached 
from the anterior surface of the uterus and then sutured to it in such a manner, 
that the upper portion is attached to the upper anterior surface and fundus of 
the uterus. 

The steps of the operation may be summarized as follows: 

1. A transverse incision is made through the peritoneum, one-half inch above the 
upper attachment of the bladder to the anterior wall of the uterus. 

2. The peritoneum and bladder are now separated from the uterus as far as 
the junction of the cerrdx with the vagina, in a manner similar to that employed 
in separating the bladder from the uterus during operations for hysterectomy. 

3. The bladder is then pulled upward and attached by four interrupted chromic 
gut sutures passed through the bladder musculature and the anterior wall of the 
uterus at points just below a line drawn between the uterine attachments of the 
round ligaments. 

4. The flap of peritoneum which was reflected just before separating the blad- 
der from the uterus is fixed by four interrupted catgut sutures to the fundus of 
the uterus, or to the posterior part of the fundus. 

5. The abdominal wound is closed with a continuous suture of catgut in the 
peritoneum, a double chromic catgut suture in the fascia, plain catgut in the fat 
and interrupted dermol sutures in the skin. 

The operation of freeing the bladder from the uterus and r.aising it, so that it 
pulls upward the anterior wall of the vagina, aids in the cure of retroflexion, 
vesicocele and slight prolapse of the uterus. 

Wlien I first considered this operation, I realized tliat the round 
ligaments were lax when the uterus was brought forward so I devised 
the following technic for shortening the round ligaments: 

An incision two inches in length is made through the peritoneum covering the 
uterus and round ligaments, the center of which incision lies over the insertion 
of tlic round ligaments into the uterus. The edges of peritoneum along the inci- 
.sion are retracted and the uterine portion of the inci.sion deepened sulficientlv to 
receive the round ligament about to be embedded in it. 

The round ligament, freed of its overhung peritoneal covering, is now grasped 
with forceps and drawn taut in the direction of the uterus, thus taking up the 
slack. The loop of round lig.ament resulting from this procedure is fixed in the 
.Mit in the w.all of the uterus, by three or four chromic gut sutures. The peri- 
toneum is then drawn over the ligament and united with a continuous, plain cat- 
gut suture. The ojiposite round ligament is treated in a similar manner. 
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CONCLUSIONS 

Attaching the bladder to a higher position on the uterus has the 
effect of holding the uterus in a normal, anteverted position and of 
raising the anterior vaginal Avail. 

Shortening the round ligaments by the method here advocated has 
the advantage of retaining the original attachments of the round 
ligament, so that traction upon the fundus of the uterus is normally 
applied. 


262 Blackstone Boulevard. 


{For discussion, see p. 435 .') 
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TRANSACTIONS OF THE AlMERICim ASSOCIATION OP 
OBSTETRICIANS, GYNECOLOGISTS AND 
ABDOMINAL SURGEONS 

THIRTY-PIFTII AIsNUAL MEETIiTG 
ALBANY, NEW TONE, SEFTEMBEB 10-Sl, 1922. 

(Continued from March issue) 

Dr. a. M. Mendenhall, Indianapolis, Ind., presented- a paper on 
Craniotomy. (For original article see page 372.) 

DISCUSSION 

DR. ADAAI P. LEIGHTON, Por.ti..\nd, Maine. — 1 still adliere to tlio few rc- 
mavks I have previously made relative to eramotomy. I do not v.'ish to appear dis- 
respectful, hut there arc cases, possibly, in hospital treatment, brought in to you 
rvhero craniotomy may be indicated. Unfortunately, I have no general hospital 
clinic, and I can imagine possibly a case in the country which might bo so bungled 
that craniotomy might bo the way out. The possibility of a dead baby may offer 
an indication for craniotomy, but if tliat intrauterine death was due to my bungling 
or carelessness, I should dislike to finish the picture 1 I do not see any particular 
reason for allowing the woman to get into such a condition that craniotomy might 
be indicated. 

DE. WILLIAM PFEIFFEE, HROOKii.TN, New York.— Dr, Leighton has not a 
hospital service where cases are handed to him, seriously compromised but those 
w'ho have such service arc up against it. There can be no difference of opinion in 
regard to the dead child. With regard to the living cliild, I beg to differ with 
him except in the case of hydrocephalus. As an obstetrical proposition, it is not 
sound judgment. I think there are other methods of delivery. In a recent Johns 
Hopkins Bulletin, there is an article by Harris from Williams’ Clinic, showing in 
243 cesarean sections, 28.7 per cent hysterectomies performed with a very small 
mortality and delivering in most instances a live child. E. P. Davis and Williams 
do hysterectomies upon cases that have been examined once or twice considering 
them infected cases. 

As to the ease of the operation, it is not so easy as the doctor sets forth. Af- 
ter the child ’s head is perforated, the cephalotribc does not always hold, and oc- 
casionally it will be necessary to apply it three or four times before a good grasp 
can be obtained. 

In a recent ease of very badly bungled perforation, an attempt at forceps had 
been made before the cephalotribe was applied, and version had also been attempted. 
The child was in transverse presentation, with a Irigh contraction ring, and the 
woman almost pulseless. It was difficult to complete the perforation and to make 
the extraction. The woman died in twelve hours. That is nothing against the 
operation because it was a badly selected case. We cannot say whiolr child will 
survive and which will not in operating on them by abdominal route and I hesitate 
to perforate the head of a living child. 
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I>E. EDWAED SPEIDEL, Louis\TLtE, Kentucky. — The operation of craniotomj- 
is performed so infrequently by most of us that unless conditions are very fair, 
it becomes a more dangerous operation than the three •which we substitute for it — 
version, high forceps, or cesarean section. Consequently in anytliing more than a 
moderately contracted pebus it becomes a serious thing to do a craniotomy. I do 
not know whether the essayist included transverse presentations in considering the 
subject or not. Tlie majority of destructive operations that we have been com- 
pelled to perform in the City Hospital in Louisville have been in neglected trans- 
verse presentations where we have an impacted dead cliild, ■with an arm hanging 
out of the vagina and the waters drained away. In those cases I find it an easy 
thing to deliver by amputating the arm. I have never met a case that did not 
occur in a multipara. The arm can be pulled down to the vulva, the anterior vag- 
inal wall protected by a retractor, and with scissors cunmd on the flat, the arm 
can be cut away from the shoulder; then it is easy to reach the leg and bring out 
the cliild. I have done this six or eight times and in no instance was there any 
oiflSculty 'with the aftercoming head. 

HE. WILLIAjM D. POETEE, Cincinnati, Ohio. — Tlie essayist spoke against 
version, stating that it is contraindicated in those cases in which craniotomy was 
applicable. There is one condition, however, which he mentioned in wluch I think 
craniotomy and version -will enable us to handle the case better than in any other 
way, and that is in hydrocephalus. In these cases it is easy to perforate the head, 
but the flaring cranial bones are difficult to deliver satisfactorily. They are easily 
handled if, after perforation, you do a version, and as the head comes into the 
pelvis the bones come together, the brain is extruded and the delivery is a simple 
process. 

DE. AETHHE H. BILL, Cleveland, Ohio. — ^I dislike to go over what I have 
already said in regard to perforation of the head. What I said did not concern the 
dead child but the living child. In cases in which Dr. Mendenhall says there are 
contraindications to the use of cesarean section of any variety, I do not feel that 
we are justified in destroying the child when we have a means of delivering it 
through the pelvic cavity by enlarging the bony girdle. To my mind sawing through 
the pubic bone, which is an operation entirely outside of the genital tract, outside of 
the vagina, the uterus and peritoneum, does not complicate the situation in regard 
to infection, or materially add to the danger. I cannot see any reason for saying 
that pubiotomy is contraindicated in cases that have been neglected, that is the 
so-called potentially infected cases when the child is still alive and in good condi- 
tion. I laid emphasis on pubiotomy as an emergency procedure. Perforating the 
head of the living child to my mind is about the worst thing we can do in obstetric 
practice. 

BE. klEKDENHALL (closing.)— In reply to the remarks of Dr. Leighton, I 
would refer him to the fourth conclusion in my summary. You have no predecessors 
on your cases, you acknowledge. Those obstetricians who are doing clinical or 
charity work get cases under altogether different conditions from what you get 
your eases. I hope it ■will not be necessary to do craniotomy upon my private 
cases. I have yet to do a craniotomy on my O'wn case. That is a different ques- 
tion from the cases that are sent in to us. 

Some one mentioned transverse presentation. I did not say anj’thing about that 
phase' of the subject as it does not enter into the question. If it did, we would 
talk about brow, face, and so on. Any presentation can be taken care of by some 
other method, by Braxton-Hicks version, internal podalic version, or by cesarean 
section. There must be more indications than transverse presentation to warrant 
embryotomy or a mutilating operation. 
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Dr. Porter spoke of version. Wo find tlint even tliongli tlic liab}' is- dead, some 
practitioners resort to version to deliver that dead baby. That was the only thing 
I brought out in niy paper regarding version, ■n-hich to niy mind is contraindicated. 
Ordinarily this dead baby represents a labor that has existed for some period of 
time, and after it is discovered it is, dead, I believe no one is justified in doing 
eitlici* n CGsiircn.li section or n. version. JscvcrtliGlcsSj there nrc n. greut mnn} opera- 
tors \vho do version on a dead lialij* vritli a prolapsed cord for example. That is 
absolutely contraindicated. That is the only thing I brought out in connection 
with version. 


Dr, W. S. Baixbridge presented a report of a Case of DouWe Salpingo- 
oophorectomy with Partial Autotransplantation, Followed by 
Twelve Years of Menstruation and Pregnancy. (For report, see 
page 379.) 

DISCUSSION 

DR. STEPHEN E. TRACY, Pmi.AnEi.PiirA, Pa. — I would like to ask Dr. Bain- 
bridge, how soon after the abortion the operation was performed? In patients in 
whom tbere has been an infection following an abortion, it lias been our custom 
to avoid operation for several months. If the infection has not entirely died out, 
operation may light it up with serious results. 

I would like to know also if the ovary was entirely separated from its fonner 
attachments? In other words, ivas the blood supply entirely cut off before the 
ovaiy was transplanted? Wo frequently suture an ovary to the cornu of the 
utenis when both tubes have been removed, but wc try to preserve its blood supply. 

Several years ago I assisted at an operation for acute gonorrheal infection of 
the pelvic organs. The surgeon intended to remove both appendages, but in ligating 
the right side a small piece of ovary was included in the ligature and allowed to re- 
main. The pelvis was drained through the lower end of the incision. Two or three 
years later the surgeon was advised that the patient had married, had conceived 
promptly and had given birth to a healthy child, 

DR. W. WAYNE BABGOGEZ, Pnii«ADEijPHiA, Pa, — I wish to report two cases 
in this connection; one a young woman did not desire any futni-e pregnancy. 
Both ovaries were resected freely and she was told that she would not become 
pregnant. However, slie became pregnant the following year, and bore a living 
and healthy child. 

The other case was a young woman who had extensive inflammatory disease in 
which we thought it was impossible to save anything except the uterus. The ad- 
hesions were exceedingly extensive, and we removed both tubes and ovaries as we 
thought, but two years later the patient became pregnant. How she became preg- 
nant we do not know. Despite our care in trjing to do a complete operation we 
had left in a piece of the ovary and did not know it. That seems to be a rather 
difficult thing to tell in some of these eases of ovarian transplantation. Maybe 
Dr. Bainbridge can tell us how he knew none of the ovarian tissue was left at the 
normal site or left in the adhesions in the region of the normal site. 

DR. TRACY. — May I ask Dr. Bainbridge wbat material he used for his ligatures? 

DR. JAMES N. WEST, New York City.— I would like to ask Dr. Bainbridge 
regarding the patient’s labor, if he had attended the patient in labor, or if he 
has any history of the labor? Tlie reason I ask this question is because 'it is an 
extraordinary case, and one should look at it from eveiy point of view. 

I was a witness in a unique case in which a woman was accused of the crime 
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wliieli is teclmically knowa as “forcing a spurious heir.” Tliis woman went into 
a house where confinement cases are taken; went to bed, had a placenta, and a 
baby brought from the next room. A doctor looked at the placenta and baby, and 
gave a birth certificate. I had examined this woman, two months before for 
menorrhagia. The uterus was not more than normal size; she had excessive periods. 
She was supposed to have had a full term healthy cliild, and it became quite a noted 
medicolegal case in that it was necessary to have a trial of such a land that there 
would be oiDportunity for a doctor to testify without violating the law in regard to 
privileged testimony. It took the form of an action instituted by the Board of 
Health to change the name of the baby. In that way testimony could be given 
which in a regular trial could not. The case was tried before the Corporation 
Counsel of New York. The woman fled after my testimony and never was arrested, 
and the supposed father was released from legal responsibility as the heir was 
proved spurious. The woman’s case broke down toward the end and she confessed 
she had done this very thing. Many cases have occurred where women have pro- 
duced spurious heirs to palm off on their husbands. I would therefore like to 
know something about the labor in the case reported by Dr. Bainbridge. 

DR. BAINBRIDGE (closing). — In answer to Dr. Tracy’s question, the patient 
came under mj' care some weeks after her miscarriage. She was treated expectantly 
for some time prior to operation, rest in bed, topical applications, etc. 

In reference to the question as to whether or not some ovarian tissue may have 
been left in sitn, this was impossible. Wlien the masses had been excised, there 
was nothing left but the uterus, — the tubes, ovaries and even most of the ligaments 
had been removed. 

Regarding the ligature material, I used simple, fine catgut to attach the stroma 
in situ, with flue, black linen for the peritoneum. 

Dr. Babcock spoke about the completeness of the operation. I think there is no 
question but that these masses on both sides left the uterus practically without verj' 
much support. 

In response to Dr. West’s question, there was no uncertainty as to the paternity 
of the child. The family physician who was the accoucheur in this instance, as- 
sured me there was no doubt. 


Dr. "W. W. Babcock, Philadelphia, Pa., presented a paper entitled 
Transplantation of the Cervix. (For original article see page 380.) 

DISCUSSION 

DR. WILLIAM M. BROWN, Rochester, New Y'okk.— Tlie doctor said the pa- 
tient came back to this country after having been delivered in England. Did you 
have an opportunity to examine the cervix afterward, and if so, what was the con- 
dition after delivery? The thought occurs to me that the cervical canal was trans- 
planted from the normal circular muscular fibers around it back through the muscle, 
where the muscular fibers would be almost transverse, and what effect did that 
have on delivery, and what was the condition of the cervix after delivery. 

DR. STEPHEN E. TRACY, PHiLAnELPHm, Pa. — The procedure recommended 
by Dr. Babcock, is an exceUent one in the type of case under discMsion. Some 
years ago I operated upon a patient who had a badly traumatized cer\'ix with much 
scar tissue. After the scar tissue had been dissected out, there was not sufficient 
tissue to cover the amputated cervix. In that case we separated the vapnal wall 
all around the uterus, split the posterior vaginal wall about 3 cm., and moved the 
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cervix back. The denuded area was then easily covered and the operation gave an 
excellent result. 

DE. BABCOCK (closing). — ^Examination of this patient showed a transverse 
laceration of moderate degree, such as we find in the average patient who has 
home a child. If I had known she had this transverse laceration, I might have 
done otherwise. I thought she had a normal cervix except that the cervix was not 
well invaginated. Of course, the mucous membrane overlying the cendx is so thin 
and so clastic that apparently it was not deformed in any great degree. 


Dr. James N. West, NE^Y York, N. Y., presented a paper entitled The 
Pernicious Effects of the Intrauterine Stem Pessary. (For original 
article see page 383.) 

DISCUSSION 

DE. HEEMAN E. HA YD, Bitfp.vlo, New York. — Most physicians do not realize 
the danger of introducing a sound into the uterus. That is one of the reasons why 
Joseph Price spoke so strongly against all kinds of intrauterine tinkering in the 
shape of curettage and the introduction of sounds. Price taught, the curette and 
sound were seldom or never necessary, and therefore, always capable of doing much 
harm. However, I believe that is going too far, just as I think Dr. IVest goes too 
far in condemning the stem. I am satisfied the sound, when used carefully and 
judiciously, can be a useful instrument, and I am satisfied that curettage is often 
a very necessary operation. 

So far as the stem pessary is concerned, there are many things that we may 
do but cannot teach too freely. I believe occasionally there are cases, if carefully 
studied, where the stem pessary is of great value. I have used the stem possaiy 
quite frequently. I have seen a number of cases after a curettage and dilatation, 
say in three to six months, where the cervix recontraeted and the dysmenorrhea 
returned, and then I dilated again and put in a stem pessary. The canal remained 
open, the dysmenorrhea was relieved, and I can report one case where after a num- 
ber of years of sterility, she became pregnant and had a full term hahy. Therefore, 
I would not like to take the position that the stem pessary is absolutely useless. 
I do believe occasionally it is of great value and should only he employed bj' men 
who will realize the dangers in its application and will remove it at once if it causes 
undue irritation. 

DR. GEANDISON D. EOYSTON, St. Louis, hDssouiu. — ^I should like to ask 
Dr. West to define a pathologic anteflexion that would require amputation of the 
cervix. Another question: Would he amputate the cervix for dysmenorrhea in. a 
young, unmarried girl. We all see young unmarried girls in whom bimanual ex- 
amination fails to reveal anything in the way of uterine displacement, anteflexion, 
or retrodisplacement, yet they have dysmenorrhea. Many of these cases are really 
occupational disorders. We find cervical stenosis if we are to believe the statement 
of Selllieim that the normal diameter of the cervix is four millimeters, and when 
the canal measures less than that some obstruction may be expected. In such cases 
a simple dilatation and curettage have not been uniformly successful in my hands. 
I have been using the intrauterine pessary in unmarried women, where there is no 
infection. The patient is warned not to take any douches, and we assume she will 
not he exposed to any sexual infection. Tlie use of the Carstens' intrauterine pes- 
saiy has been successful in relieving the majority of these patients of dysmenorrhea. 
In ten. years I have not seen any infection follow its use. Only this month I de- 



426 THE AMEEICAISr JOUBNAL OP OBSTETRICS AND GTNECOLOGY 


]ivered a case who had one of the spiral gold pessaries inserted in Chicago for 
producing sterilitv. She was three months pregnant when seen and the pessary 
was still in situ. She had paid forty dollars to prevent that pregnancy. Some years 
ago where I was working in a dispensary, an intrauterine pessary was inserted in a 
patient for the cure of sterility. This patient developed a streptococcus cellulitis 
and almost lost her life. Any pelvic infection contraindicates the use of the pes- 
sary. I think where such a pessary is used, the woman should he warned against 
intercourse; she should take no douches during this period, and she should always 
he under ohsen-ation. 

DR. JOHN OSBORN POL AN, Brooklyn, New York. — ^During last year we 
have had six cases of general peritonitis brought into our services resulting from the 
use of the intrauterine stem. I will admit that when these cases were carefully in- 
vestigated they show that the stem should not have been used. An important 
point is the absence of infection, but with the cervical glands built on such a his- 
tologic plan as they are, having the power to retain infection for a very long 
time, particularly if that infection is a streptococcic infection, and we know that 
a very large number of these infections are streptococcic, the stem pessary seems to 
light up the condition. A large number of cases of parametritis, result definitely 
from intrauterine treatment by sounds or stems, and at operation one finds about 
the ovaries and tubes, not endosalpingitis but perisalpingitic and periovaritic dis- 
turbances the result of intrauterine cervical treatment and the use of the cervical 
stem. There is no question that there is a certain class of malformed uteri in 
wliieh the stem, in the absence of infection, will relieve the dysmenorrhea and de- 
velop the size of the uterus. That is admitted, but I am frank to say that- we 
cannot tell exactly the class every time. 

DR. EDWARD J. ILL, Newark, New Jersey. — 1 think my friend Dr. West is 
rather severe on us chaps who are old and are using the stem pessary. 1 want to 
take exception to some of the statements that have been made. Extreme views are 
apt to be erroneous. Anybody who uses stem pessaries, as I have shown to the 
members of this Association, must have difficulty. These pessaries imdte infection. 
The pessary that has been exliibited is not the sort of pessary one should use. 
Take a patient who has not had infection, often a simple dilatation may suffice. 
Our patients are very carefully prepared. They are just as well prepared for that 
as they are for a major operation. That is a sine qua non. The uterus is very 
carefully dilated to a No. 36 Drench, and curetted when necessary under constant 
irrigation. No weight ever touches the part. The glass stem is No. 34. This glass 
stem never reaches the fundus of the uterus; it is within a centimeter of the 
fundus of the uterus. It is held in place by iodoform gauze wluch is left for three 
days, then renewed, and in six days it is all removed. I can see harm from any 
intrauterine pessary which is left in for weeks and months. There is no question 
about that. Wliere the patient is kept in bed under careful observation anything 
serious rarely happens. 

The last serious case I heard about was a young woman who was sterile. She 
had dysmenorrhea. I put in a pessary and she left the hospital in good shape. She 
returned in three weeks with the pessary; she developed an abscess for which she 
was operated on. "Wlien we examined the pus we took out it contained a multitude 
of cocci. If I had not examined her I would have failed in the operation. That 
sort of thing must be considered. If you leave a stem pessary in, for weeks and 
months, and say that patient must not have intercourse, you invite other things. 

DR. HUGO O. PANTZER, Indianapolis, Indiana.— We are all familiar with 
the baneful effects of intrauterine stems, and their inordinate use has been well put 
forward in the paper. I would endorse all that has been said since in the dis- 
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c,ussio«. I Ivave used iutvuutoviuc stem pcssurics in cfisos of this sort. Given a 
woman who has a uterus like this, (indicating on blackboard), with immature dc- 
velopmeut at puberty, you have here an attenuated uterine musculature, and ofttimes 
the uterus is held in a malposition and exhibits undeveloped musculature. Under 
proper antiseptic precautions, in a case that is not already infected, you can put 
in the intrauterine stem for a short time. 

DR. "WM. S. BAIXBRIDGE, New York City. — would like to ask Dr. 'West 
if he does not think that in our attempt to rid ourselves of the stem pessarj-, we 
may not, in some cases, run a greater danger along another line? I have scon a 
number of cases, young women who have had .amputation of the cervix, in wliicli 
the sterility was not overcome, and others where pregnancy did take place, but with 
severe dystocia resulting from the amputation. 

DR. JAl^fES N. QUIGLEY, Rochester, New York. — ^.tVbout six months ago 
the most popular exponent of contraception was in Rochester and a special meeting 
was held for the enlightenment of physicians, and about twelve of us attended. 
This woman showed all contracept devices, and among them was a gold wire Y- 
shaped stem pessary. One physician in New York she said had approximately 200 
cases under observation where he had introduced the stem pessary. A short time 
after that I had a patient, the mother of two children, who had been to New York 
and evidently became inoculated with some of those pernicious contraceptive ideas 
and had one of the pessaries introduced into the cervix. She came to me com- 
plaining of pain and hemorrhage. I put her on the table, examined her, and said, 
“You have had a stem pessary introduced." She replied, “Yes." I said to her, 
“You paid for it," and she replied, “Yes," and I said, “Unless you have had 
it removed you have been ‘sold’ because you have no stem pessaiya" She said, 
“I am sure I have it because I have considerable pain." I explored the cervix j 
the button at the bottom had bent upon itself. The stem is very pliable, and the 
button was within the cervix well up toward the internal os. She had no infection 
following its removal and not much pain. 

I should, like to protest against the amputation of the cervix in a childbearing 
woman, not alone on the ground of sterility but on account of dystocia afterward. 

DR. BENJAMIN RUSH McCLELLAN, Xenia, Ohio. — Where "there is a sharp 
uterine flexion with a short anterior vaginal wall I certainly would not think of 
using a stem pessary. The unhappy result in one such case is a lesson never to be 
forgotten. The best way to deal with such a case is first of all to lengthen the an- 
terior va^nal wall by dissecting it loose from the cervix and reattaching it at a 
much higher level. This gives the cervix uteri a chance to drop into the posterior 
fornix and tends to straighten the uterine canal. The operation is comparatively 
simple and entails a minimum of risk. Even where this condition is associated 
with hypoplasia, wliich is so often the case, this simple operation should precede 
further treatment of the latter condition. 

DR. ARTHUR T. JONES, Providence, Rhode Island.— I want to mention the 
case of a young woman who came to me with one of these “gold brick" wish bone 
stem pessaries in. She said she had been wearing this pessary for about two years, 
evidently with the idea of preventing conception. She was told that they had 
some gold pessaries, and for $75.00 a New York doctor would put in one of the 
“solid gold ones." She had been wearing that gold one for more than a year- 
she was having constant bleeding. She was sent to me, 1 examined her, and found 
an intrauterine solid gold pessary in there, but through the central opening of the 
flange which fits about the cervix was a mass of spongy tissue. I removed the pes- 
sary, and sent her to the hospital and curetted her. She insisted upon leaving the 
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hospital on either the fourth or fifth day, and by the time I got my pathologic 
report back she had gotten from under my care and had gone to Europe. The re- 
port of the specimen Vi-as that it was “probably malignant.” I felt myself that 
the case was malignant and in this case a malignant condition was probably set 
up by the prolonged use of this pessary. 

The glass pessaries I have used to develop a small uterus and to give the 
woman a chance to become pregnant. 

DR. ADAM P. LEIGHTON, Poruland, Maine. — Since some remarks have been 
made about the introduction of stem pessaries for bringing about abortion, I can- 
not help taking this opportunity to mention tlie technic a certain Portland lady 
made use of in bringing about an abortion and the retention of this foreign body 
for a considerable length of time. I was called to see a woman who had a foul 
vaginal discharge and found she had never borne any children. I put my finger up 
in the fornix of the vagina and found seeming scar tissue in the left part of the 
cervix and in the vault of the vagina. I thought it was an old tear. I swept my 
finger up into the fornix and pulled forth an eight inch piece of insulated copper 
wire which had been inserted and left in the uterus and vagina for fourteen months. 
She had produced an abortion fourteen months before. This copper wire was 
deeply embedded in the cervix and wall of the vagina. Following its removal she 
made an uneventful recovery. 

DR. ROLAND E. SKEEL, Los Angeles, Calif. — Dr. Ill and Dr. West are dis- 
cussing two difl:erent matters. Dr. Ill is discussing the retention of the stem pes- 
sary for a short time, under close observation, and after thorough preparation 
as for any surgical procedure ; and he retains the stem in the uterus uith iodoform 
gauze, which is quite different from inserting a stem and leaving it in the uterus 
for several months. For some time my immediate colleague was a firm advocate 
of the stem pessary, but in one year I had to remove the pelvic organs! of at least 
two of the patients in whom the stem had been retained for a considerable period 
of time. It seems to me if the men who use the stem pessaiy could always get 
their patients back when damage resulted, they would exercise more care in its use 
or discontinue it altogether. A woman who leaves the hospital with a stem pes^ 
sarj^, wears it three or four months, and then develops on inflammatory condition 
of the uterus frequently fails to return to the physician who inserted it, so that he 
is not aware of his bad results and persists in the same plan of treatment. It is 
this class of patients Dr. West is discussing and not the carefully guarded patient 
whom Dr. Ill mentions. 

Next as to anteflexion, we may gi'ant there are a great number of cases of ante- 
flexion; in fact, I believe that most nulliparous women have anteflexion, but in my 
own mind I am unable to associate this anteflexion in a causative relation with 
dysmenorrhea. 

Having overcome the anteflexion one cannot promise that the dysmenorrhea will 
not return and be as bad as before. It may relieve for from three montlis to a 
year, but unless pregnancy supervenes no permanent good will have been done. 
We do not curette patients with scanty, rather than profuse menstruation and the 
operation thus consists of notliing more nor less than a simple dilatation, whieli in 
turn is notliing more nor less than nerve stretching. The same relief from pain oc- 
curs when we stretch the sciatic nerve for protracted sciatica. Certainly we can- 
not predicate any obstruction, for we have all seen these patients when menstruating 
and observed the blood oozing from the ceri-ix in a steady stream, quite different 
from the spurt which would occur if there were an obstruction which was overcome 
by the painful contractions of the uterus. Conversely, while we understand that 
tho internal os is in some manner a barrier to ascending infection, it is hard to 
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imacnne a cervix from, which the Wood tricklca out offering any harnor to tl.c n.- 
cent" of a motile spcrmaWd. Perhaps wc can develop the uterus by the s em 
pessary used as Dr. Ill suggests and if this will cure the ordinary t>po of dw- 
menov'rhca wo should proclaim it from the house tops, as I do not know of any 
patients who come to the office of the gjniecologist more often and leave with as 
little satisfaction, as young girls with dysmenorrhea. 


DB. "iVEST (closing'). — have seen two young women die of septicemia, prob- 
ably the result of the use of the stem pessary and haye been called in cmisuUnttoii in 
seyeral cases whore the women have barely escaped death. The condition for which 
the stem is used is a minor one for which the- patient is subjected to the danger 
of the use of a stem. 

This whole subject brings to mind evolution. In tlic evolution of animal life wo 
had one period known as the mollusean, where the molliisks wore the chief group of 
animals on earth. That lasted for a certain time and was succeeded by the reptilian 
period which predominated. Finally it came to our time when mammals predominate. 
Our evolution in surgery should have brought us to the abolition of stem pessaries 
and those who continue to use them represent our reptilian or second period. 

This pessary is from Gaillard Tlionias. lie made one of these pcss,arics. It is 
a ridiculous looking thing, and nobody would think of using it now. There aro 
other stem pessaries in this collection which no one would advocate tlie use of, 
but they have most distinguished names. Dr. Peasley was one of tlie fathers of 
gynecology, and many of us use his instruments today, hut we'.'hoiild not use the 
stem because Dr. Thomas and Dr. Peasley advocated stem pc.vcnrics in those days. 
This is a case where evolution is taking place, and I am tin-ing to help evolution 
along a little by condemning the use of stems in the uterus for any considerable 
time on account of the damage they are liable to produce. 

Doctors used to curette patients in the ofiico without nny preparation. Rome 
good men did that. They do not do it now. All women did not die from thi.s pro- 
cedure. If they did, pvaetitiouers would never have done it a second time. A 
good many women survive the use of different kinds of stems, A largo number 
survive with damaged parametria, like the beautiful young married woman whose 
case T have reported. Some of them die of septicemia, and why should we con- 
tinue to use such stems! One of the chief advocates in modern gynecology ad- 
mits that these stem pessaries are dangerous and sliould be carefully ■ watched. 
Then what should be done where formerly a stem would have been used? This 
brings us to the subject of amputation of tlie cervix. I want to say a few words 
about that because I mentioned it in my paper as one of the methods of relief 
for dysmenorrhea and storiliri*. 


I would like to answer all the questions in a short time and think what I am 
going to say will cover the ground without making individual answers, 

^ Quite a large numher of young women have anteflexion. When the anteflexion 
IS considerable it becomes pathologic, and often fhese patients develop dysmenorrhea. 
These extreme forms of anteflexion are undoubtedly deformities; they are develop- 
mental troubles. The uterus as it develops in the young girl, when she is just 
coimng to puberty, develops against a short posterior vaginal wall. 

Here is a uterus, with a very complete flexure. You will always find a short 
'omSr mtij be severe. If tbo elerns aovelops 

the v3 1 P'"' “ a«™'ep>nmt docs net develop 

ton. .7,4 «». ob.„„eti„„ .nl 

wrns, toward tlie point of least resistance wliich is the canol n-F fi,„ wo • 
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almost like scar tissue; it feels almost like cartilage; the musculature is almost 
gone or so atrophied that you can scarcely find it. We know that the cervLs is well 
supplied with filaments of sjTnpathetic nerves. Tliese filaments when anteflexion 
has occurred are pressed upon in this part of the cervix just like they would be 
in scar tissue of the cervix after a laceration. The result is tissue which will not 
dilate when the uterus dilates with the congestion of the menses, just the same 
as any organ which has a tight capsule is subject to pressure when inflamed. 
Tliese sjTupathetie nerve filaments are involved in the tissue wliich cannot dilate 
with dilatation of the rest of the uterus and while the pressure exists the patient 
suffers pain and cin-mps. Anteflexion is quite common but most of these young girls 
that come in for its treatment will be relieved if they become pregnant, and if a 
girl suffers very much we give her an analgesic to relieve pain for a few hours 
during the worst of the dysmenorrhea. 

Then comes the more severe tj’pe of dj’smenorrhea where the anteflexion is acute, 
and the patients suffer extremely. Sometimes such a patient will be hysterical. I 
I'.ave seen cases where they would actually become insane for a short time. Cases 
of this kind have led me to study the causes of pain in dysmenorrhea of anteflexion. 
Such is the following ease of acute anteflexion. Dilatation ■will relieve about 40 
per cent of these cases, but GO per cent of them in two or three months will be 
as bad as ever. Forty per cent will be relieved sufficiently not to require further 
procedure. This little French girl whose mother was a -n-idow, and for whom the 
necessity of earning her own living was absolute, suffered extremely from dys- 
menorrhea. She lost one position after another as a result of the disability. I 
had dilated the cervix well, and she was much better for two months, then the 
trouble returned with all its force. I was requested to remove the ovaries and 
tubes. Thej^ thought she would have to go to an insane asylum, and 1 was urged 
to do anything I could for her relief. I amputated the cervix quite high, and the 
result was remarkable. She has not had any more dysmenorrhea; she has been 
cured absolutely. A short time afterward she got married and had one abortion 
after another. Finally she became pregnant, and on acQOunt of pernicious vomiting 
of pregnancy, I put her in the hospital. She finally carried a fetus to seven 
months because she was kept in bed and treated carefully for pernicious vomiting 
of pregnancy. The baby died. I got rid of the dysmenorrhea without remomng 
the ovaries, as she and her mother wanted me to do. 

This was my pioneer case of amputation of the cervix for dysmenorrhea and I 
had amputated so high as to interfere with the function of reproduction. In later 
eases I leave about one-third of an inch of the cervix below the internal os, which 
gives ecccellent results. 


Dr. G. Van Amber Brown, Detroit, ]\Dcli., presented a paper entitled 
Kidney Structural Changes in Early Years. (For original article 
see page 358.) 


Dr. H. D. Furniss, New York, N. Y., presented a paper entitled Diag- 
nosis and Treatment of Tuberculosis of the Kidney. (For original 
article see page 386.) 
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Dr. R. T. Morris, New York, N. Y., preseuted a paper entitled Bladder 
Stixgery in Relation to the Fourth Era of Surgery. (For original 
article see page 392.) 

DISCUSSION ON THE PAPERS OP DRS. BROWN, PURNISS AND MORRIS. 

DR. JOHN OSBORN POLAK, BROOiaLYN, Ne%y York. — I know of notliing that 
is wore illvuninntmg tlian to tie told that of the SO liahies the doctor dissected, GO 
per cent of them, if tliey had lived, rvould have started life with impaired renal 
function. 

DR. ROBERT T. MORRIS, New York City. — ^Tn reference to' tiie paper of .Dr. 
Purniss concerning tuberculosis of the kidney, I wanted to try the Bier hyperemia 
principle in tuberculosis of the kidney. With the idea of ligjvting the renal vein 
later, I injected the kidneys of a scries of rabbits with tubercle bacilli. At the 
end of two or three weeks the rabbits were shelving the effect. I opened two rab- 
bits and found tuberculosis was well under way, but I was not quite ready to tic 
the renal vein to carry out the experiment. When I returned after a prolonged 
period the attendant at the laboratorj' said the i-abbits were all getting hungry and 
making love in a perfcctl}’ natural wa}*. I opened the rabbits that were getting over 
the tuberculosis by themselves in order to watch the condition. I closed up all but 
two. In examining them at the end of three months I found there was not one that 
was not perfeetlj' well. The fact that tuberculosis had progressed up to the point 
of making the rabbits very ill, and tlien the rabbits overcame the effect and got 
well Avithout any treatment is an extremely important point to remember. 

DR. JAMES N. WEST, New York City. — Apropos of this subject, I would like 
to say that about four years ago I had a patient in wliosc case a diagnosis was 
made of tuberculous kidney and bladder. The patient suffered a groat deal with 
frequency of micturition; she had lost considerable ivcight. A good many men lun’C 
written articles on the early diagnosis of tuberculosis of the kidney and the necessity 
for it without giving anytliing further of what they should do when they made an 
early diagnosis. I placed this patient under such treatment as one ivould for pul- 
monary tuberculosis. I carefully instructed her about her healtli, her diet, and ex- 
posure to the sunshine and the fresh air. She was a very faithful patient and car- 
ried out my instructions very literally. In a little over a year this rvoman gained 
twenty pounds in iveight; she looked fairly well but suffered a great deal with her 
bladder, and she still had from time to time a good deal of pain. She did not 
sleep well, and looked rather cachectic in spite of an outdoor life, although she had 
gained in weight. I determined to remove the kidney and a part of the ureter, whicli 
was much diseased. I found this kidney was but little more than a shell; it was 
not functioning; it was purulent and after removal that woman has made a re- 
covery. At present her bladder does not disturb her veiy much. Hen health is 
much better in every way. 

DR. G. VAN AMBER BROWN, Detroit, Michigan. — Dr. Purniss made a com- 
parison between the value of laboratorj- methods and the use of guinea pigs in 
making a diagnosis of renal conditions. I agree Avith his statements in this connec- 
tion. In the literature AA'ithin the last year I Avas impressed AA-ith the report of four 
kidneys removed on a diagnosis of tuberculosis, Avhich upon microscopic examimation 
failed to show tubercle bacilli. In these cases the diagnosis had been based on 
inoculation of guinea pigs. The animals may have been tuberculous at the time of 
inoculation. In tAvo cases nonmalignant tumors of the kidney caused the symptoms, 
and in two others the kidney Avas nO'Tmal but there was a slight apical tuberculous 
process. 
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DE. FEANCIS EEDEE, St," Louis, AIissodri. — I wish to refer to sinus formation 
after the kidney lias been removed and the healing process about completed. The 
operation of nephrectomy for a tuberculous condition is one of the most grateful 
operations. Bladder symptoms, which are frequently secondary, usually disappear 
after the kidney has been removed. But there is sometimes a distressing featui’e 
as a sequel to a nephrectomy for a tuberculous lesion, namely sinus formation. It 
does not seem to matter much how the stump of the ureter is treated, whether it be 
treated with a cautery, or whether it be treated with a carbolic acid application, a 
sinus quite often follows. "Wlien Dr. Fumiss says the sinus will heal in two or tluee 
months, or in a j’ear and a half, it is encouraging for those who meet with this 
condition. I have several eases on hand at present, one dating back three years. 
One of these cases was very much dissatisfied and went to the Eochester Clinic two 
years ago, where an extensive operation was performed. For several months mat- 
ters looked encouraging, then the sinus again appeared and is active at present. 

The best results obtained in the treatment of this condition have been with 
the injection of bismuth paste (Beck) somewhat stronger, however, than the orig- 
inal formula. With this paste I can usually keep the sinus closed from four to eight 
months. 

DE. JAJMES E. DAWES, Detroit, Michigan. — All who have looked over the lit- 
erature upon the patholog}' of the kidney will be at once convinced that there is 
much to be settled. The classification of kidney findings is in many ways unsatis- 
factory. I think it is of veiy great importance to have a research study upon this 
subject recorded before this Association. 

The amount of work Et. Brown has done I think needs special commendation. 
The material that he has worked upon is excellent, and it offers much in the way 
of promise that will go far toward settling or helping to settle some of the prob- 
lems we now have in an unsettled condition. 

This kind of material is always abundant. We can alwaj's have plenty of bodies 
of young children to study. It is rather tedious to sit down and make a careful 
study of the morphology. It is likewise more tedious to make a careful microscopic 
study of kidney tissue from young subjects. The preservation of this material is 
exceedingly important. Unless made at least within two hours after death, 
it will not give reliable material for a careful study. Tlie kidney should be 
preserved at once; it should be sectioned so tliat the preservative fluid will reacli 
all parts of the tissue, and the most searching study should be made of different 
parts of the kidney. 

A very important phase of the subject that Dr. Brown has mentioned comes in 
connection with the infections of early childliood. During the first decade of life 
most of the infections are encountered, and it is my firm belief that we have a be- 
ginning permanent pathology of the kidney laid down during this period. It is 
true, the changes are so minute that frequently we are unable to be quite sure of 
their presence, but I am sure that when our studies are carefully done, and we look 
into the condition of the terminal arteries, and are able to recognize the changes 
that go on there after or during every infection, and consider the aggregate of in- 
fections that come during the first decade, we will then understand how later on we 
are going to have some of the surprises that are clinically spoken of as “clouds in 
a clear sky. ’ ’ No one suspects kidney pathologv- in this or that case, but the 
reason for the condition was an injniy sustained in the first decade of life. 

DR. STEPHEN E. TRACT, Philadelphia, Pennsylvania.— We should ever be 
on the alert to recognize renal lesions. Undoubtedly there are many unnecessary 
operations done on the abdominopeb-ic organs when the pathology is in the renal sys- 
tem. Many patients with a calculus in the ureter have been operated upon for 



A?,I. ASSN. OBST., GYNEC., AND ABD. SURG. 


433 


chronic appendicitis. Some years ago a patient who suffered ^Yith abdominopelvic 
symptoms, consulted a gynecologist who repaired some lacerations; the symptoms 
continued. She then consulted a surgeon who removed the appendix; the symptoms 
were in no way modified. She later consulted another surgeon who removed the 
gall bladder; the same symptoms continued. The patient had a tuberculosis of the 
left kidney, ureter and bladder. The kidney and entire ureter were removed. After 
the operation the capacity of the bladder increased from 30 to 600 c.e., and she 
remained in good health for four years when she developed a large ovarian cyst 
which was removed. She is now in excellent health twelve years after the nephro- 
ureteroectomy. 

Recently we had a similar ease. The appendix was removed by a general surgeon. 
The symptoms continued. Three months later the abdomen was opened by another 
surgeon for the separation of adhesions which were not present. She was in no way 
benefited by the operation. She had a tuberculosis of the right kidney and upper 
portion of the uterus. The ureter ivas strictured at the bladder. The kidney and tlie 
involved part of the ureter were removed and she had a rather rapid convalescence. 

The discoveiy of tubercle bacilli in the urine without other symptoms of a renal 
lesion is not sufficient evidence on which to base a diagnosis of tuberculosis of the 
kidnej'. When operating for a tuberculosis of the kidney and the ureter is involved, 
if the condition of the patient wilt permit, the entire ureter should be removed. By 
so doing the convalescence will be shorter and if a sinus develops, it will heal more 
quieklj’. 

DR. G. VAJSr AJIBER BROWN, Detroit, Michigan. — I want to again refer to 
the edematous twin baby mentioned in my report. This case stimulated mo to in- 
stitute an inquiry in regard to the circulation of the blood of the mother in relation 
with the circulation of the blood of the fetus, that is, do they intermingle and how 
intimately do they come in contact? Also how much influence does the kidney ef- 
ficiency of the mother have upon the baby? Through the courtesy of Dr. George J. 
Reberdy, of Detroit, I am privileged to cite this case. The patient was first seen 
April 5, 1922, and delivered the following day, April 0. Menstniation normal, never 
ill except in childhood. She weighed 150 pounds; had a blood pressure of 122 over 
SO, and urns apparently in good health. Colostrum was present; the position was 
L. O. A.; fetel heart 140, clear. The measurements of the pelvis and vagina were 
ample. The woman was twenty-eight years of age, an American, with no occupation. 
Time of labor 18 hours, spontaneous delivery. The patient has used morphine habit- 
ually for eight years. On the day of confinement she had taken sixteen grains, by 
.hypodermic injection, her daily consumption of this drug. Naturally there was much 
speculation as to the kind of baby she would produce. The child cried lustily, 
weighed five pounds twelve ounces; was normal in development, but after placing 
the child to the breast it became stupid and gave evidence of morphine poisoning 
The baby gradually failed and after some days died. Evidently absorption of 
the morphine had taken place in that child from the milk of the mother. 

At Promdence Hospital phenolsulphouephthalein and indigo carmine were injected 
intravenously into a number of women, at three hours, two hours, one hour, and a 
few minutes before delivery of their babies. The babies were watched for trventy’- 
four hours afterward during which time every bit of urine was collected, and in 
no instance was there any evidence of the phenolsulphonephthalein or the indigo 
carmine passing from the mother into the urine of the child. Yet we have the evi- 
dence, as shown in the edematous tuin, of the kidneys of a fetus at six months being 
very active indeed, followed by death of the fetus from suspension of its kidney 
function ^ produced by back pressure caused by the imperforate urethra. This 
linked with the phenolsulphonephthalein and indigo carmine tests is strong evi- 
dence indicating the lack of intermingling of the blood stream of the mother and 
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fetus. It further raises the question — are any substances borne from motlier to 
cliild by the blood stream and if so n-hat? Luetic fetal kidneys do not show medial 
and adventitial blood vessel proliferative changes that adult kidneys show but the 
infection manifests itself by proliferation of the interstitial connective tissue. Is 
this due to the lack of specialization of the connective tissue or is it due to the 
failure of spirochetal dissemination by way of the circulatory system of the kidney? 

DR. FURISTISS (closing). — In Dr. Brown’s collection there are a large number 
of malformations, representing a considerable percentage compatible with good 
health especially duplications of the ureter and of horseshoe kidneys. These will 
not become apparent unless some disease of the urinary organs occurs which would 
make investigation necessary. Evidentl}’ there is a greater percentage of duplication 
of the upper end of the ureter than of complete duplications from the kidney to the 
bladder. These are difficult to discover except by pyelography, or where the surgeon 
lias catheterized the ureter a number of times and gets pus at one time and clear 
urine at another. I have seen 26 cases of complete duplication of the ureter. In two 
cases the ureters opened extravcsically. One I anastomosed Into the bladder from 
the vagina. In the second case a supernumerary ureter drained a portion of the 
kidney, not bigger than a small hickory nut. I resected that portion of the kidney 
with little difficulty and a most satisfactoiy result. 


Dr. a. P. Leighton, Portland, Me., presented a paper entitled Obstet- 
rico-Gynecological Diagnosis. (For original article see page 415.) 

DISCUSSION 

DR. EDMUND D. CLARK, Indianapolis, Indiana.— I should like to ask Dr. 
Leighton whether he used the x-ray in making a diagnosis in the second case? 

DR. BURNLEY LANKFORD, Norfolk, Virginia.— Did you make a rectal ex- 
amination to determine the position of the cervix in the second case? 

DR. DAVID lY. TOVEY, New York Cita'.— Dr. Leighton mentioned the history 
of normal menses in his case as ruling out ectopic pregnancy. Ectopic pregnancy 
is easy to diagnose if you have a history of skipped menstruation and the caidinal 
signs of fainting, etc., but we frequently get a history of noimal and regular men- 
struation in ectopic 2 ii'egnaney. There is nothing more difficult to diagnose than 
ectopic gestation in a case where the SATiiptoms are not regular. I do not think the 
cervix is of any particular use in diagnosing pregnancy. If the uteius is picgn.int, 
you always get a soft elastic area just above the internal os. It is easy to fool by steadi 
ing the fundus of the uterus and inserting the lingers in front of the cenix. Y'ou 
must be sure to wait between the contraction.s, othonvise you get a haid uteius, 
because during pregnancy the uterus contracts rhj'thmieally. If you put j oui fingei 
in the vagina you stimulate the utciais to contract, and sometimes you uill get a 
jirolonged contraction, and you will get a hard area, but if you uait a feu minutes 
for the contractions to stoji, you will got a soft elastic area theie. If the fetus i- 
dead the area is ,so soft, that it is like putting your lingers into puttj. 

DR. WILLIAM hi. BROWN, Rochester, New York.— I should like to ask Dr. 
Leighton whether he made use of blood chemistry in the third case, and further 
to got an expression of opinion from some of the members as to the value of blood 
chemistry' in these eases of eclampsia, preeclamptic toxemia, or hyperemesis. The 
further I go in making observations of this complication of pregnancy the more un- 
certain I am and the more nimble I am to make a prognosis or a diagnosis as to 
the degree of protein overload in the blood. I have found so many times cases of 
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iiupciKling eclampsia coming on witliout nmcli evidence of increased toxemia, as 
shown by the lilood cliemistry, and yet after they liave gone tlirougli soi!!uro.s, or 
after they began to get well the nitrogen retention increases. Our patliologist has 
come to the conclusion that the blood chemistry lags. Apparently the clinical pic- 
ture is twenty-four hours ahead of the blood chemistiT. The principal picture we 
have to depend upon is the clinical picture. I have seen a case of eclampsia come 
on, in labor, that under the most painstaking care and observation did not show 
the slightest evidence of to.xoinia. 

DR. EDWARD SPEIDEL, Louisvillf., Kentucky. — I would like to ask the 
essayist whether ho investigated the diet of tlie patient twenty-four hours preced- 
ing the attack of eclampsia. Wo have manj' eases in which the final cause seems 
to be a fat anaphylaxis, as we have cases of eating too much ice cream or of cab- 
bage or greens impregnated rvith bacon grease as a fulminating cause. 

DR. CHARLES L. BONIFIELD, Cincinnati, Ohio. — With reference to the ques- 
tion of diagnosis of pregnancy in the unmarried, I think those of us who have done 
a good deal of consultation work have had to decide this question sometimes under 
very embarrassing circumstances. It seems to me, that before we should pass judge- 
ment in such a case as the doctor had, it would bo well worth while to give the 
patient an anesthetic and make an examination that would be enlightening. 

DR. LEIGHTON (closing). — As regards the question asked by Dr. Brown (Roch- 
ester) about the blood chemistry, I admit that 1 did no more than to examine the 
urine. 

With regard to the question asked about the use of the x-ray, I did not use it. 
I have used the x-ray in one ease, I remember, as an aid to diagnosis, and it worked 
out well. In this woman a diagnosis of ovarian tumor had been made and prepa- 
rations to have it removed. To me her case seemed to bo clearly one of pregnancy. 
The x-ray picture showed a seventh or eighth month pregnancy. The vertebrae 
could bo seen. The x-ray in my experience is of little value until the case is within 
two months of full term, because you canmot obtain a good picture of the fetal 
bones before that time. I made no rectal examination in the tumor case. 

As to the question of ectopic pregnancy in the first case, I knew some of you 
would mention this possibility. I possibly was too charitable or too gallant to 
speak of this case as one of ectopic pregnancy, because the patient was a very 
charming young lady. 

I cannot agi'ee with the statement that the cervix is not a good diagnostic sign 
in pregnancy. When I ruptured the girl’s hymen and found a conical, elongated, 
hard cervix, I knew it was not one of pregnancy. The cervix is a valuable diag- 
nostic sign in pregnancy. 

The question of diet is important. Dr. Hastings-Tweedy, of Dublin, in his 
article, “The Cause and Cure of Eclampsia,” says that food is the actual exciting 
etiologic factor in eclampsia. I have seen it proved myself. So far as diet in this 

case was concerned, I do not remember anything to which we could attribute the 
onset. 


Dr. John W. Keefe. Providence, R. T., presented a paper entitled An 
Operation for Retro displacements of the Uterus. (For original arti- 
cle see page 418.) 

DISCUSSION 

DR. JOHN OSBORN POLAK, Bkookuyn, New Yorac.— I saw tliis operation 
performed by Rossini a number of years ago, and it has a field in covering myomec- 
tomy wounds; but I should like to call attention to one point, namely, carrying the 
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l3ladder up liigli does not keep the utenis forward, as has been shown by the experi- 
ence we have had with the operation known as the Kronig cesarean section, where 
the bladder attachment is carried away up on the face of the uterus. I have seen 
any number of cases come back with their uteri retroverted. 

I believe the cure of the retroversion is accomplished by his procedure in shorten- 
ing the round ligaments, and, of course, there is an advantage in preventing peri- 
toneal adhesions by carrying the normal bladder peritoneum over the face of the 
uterus. There are times when this procedure should be utilized just as I have sug- 
gested, for covering myomectomj’- wounds, bruises in front of the uterus, but as a 
cure for retroversion, unless supplemented by shortening of the round and uterosacral 
ligaments, it will fail because it is wrong in principle. 

DE. HERMAN E. HAYD, Buffalo, New York. — Hr. Keefe has brought to us 
an operation that is vei'}- interesting, but after all the different operations we have 
performed for retroversion, aiid after the successes all of us have had with these 
operations and the failures which Ave have been able to attribute to them, I am sur- 
prised that he should tr3' to establish this procedure which, first of all, slits the 
peritoneal covering of the uterus then tears it back and then doubles over the 
ligament and inserts it into the slot thus formed. No matter how carefully it is 
sewed ovei', it leaves a rough spot for future adhesions. He also separates the 
bladder from the front Avail of the uterus AA’hich maj^ make a number of permanent 
striae and folds, and be responsible for a great deal of future irritabilitj^ of the 
bladder. I liaA'e advocated and employed for many years, plication of the round liga- 
ments and then shorten them just as this Italian siu-geon does. Then I sew the uterine 
end of the ligament into the cornu of the uterus to get a very strong attachment; 
of course, always being careful not to kink the tube and not to include too mucli 
of the ligaments in the bite of the ligature. Then a catgut suture, which Avill last 
only a foAv daj’s is passed through the uterus to hold it up. If the uterus is lieaA’y, 
it relieA'es the tension on the plicated area and when there is much sagging of the 
broad ligament, I insert a few stitches through the uterosacrals. We thus ac- 
complish all that is necessary in the Avay of extending and elongating the anterior 
Avail of the vagina and we will have occasioned the least amount of traumatism 
Avhich is productive of so much future suft'ering from the subsequent intraperitoueal 
adhesions. A prolapsed ovarj’ should likewise be lifted into place until a suture 
of fine catgut. 

HE.. JAMES N. WEST, Neav York CiTvn— I have recently operated on a patient 
on whom this operation Avas done about eighteen months ago. I judge the peri- 
toneum of the bladder Avas fixed to the fundus of the uterus. She came to the dis- 
pensary on account of frequent micturition. We found that the uterus apparentlj' 
was draAvn down by this attachment of the bladder until there was a marked pro- 
cidentia. The uterus AA'as small and the effect on the retroversion was not appre- 
ciable. I tried to do an interposition operation, but found that the bladder fold of 
peritoneum was too firmly attached to the top of the uterus. 

HE. MAGNUS A. TATE, Cincinnati, Ohio. — I n this operation described bj' Dr. 
Keefe, I would like to know what becomes of the bladder if the woman should be- 
come pregnant? 

DE. JAMES E. BALDWIN, Columbus, Ohio.— I have for a good many years 
used a modification of the Bfannenstiel incision, in cases in which the patient is 
A'ery anxious to avoid a scar. The modification consists in cutting down to the 
aponeurosis, dissecting up the flap, and then making the usual median incision. 
The flap is then brought down and attached to the . aponeurosis by under-seAving 
back and forth AA'ith plain catgut, then closing the first incision vrith two or 'three 
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silkworm-gut stitches above the pubes, aud the rest with catgut, taking in just 
the skin. The results, so far as avoiding scar is concerned, have been exceedingly 
satisfactory. 

A number of years ago I advocated elevating the uterovcsical fold when operat- 
ing for the relief of long-standing retroversion. In these long-standing cases the 
bladder and uterus have pulled from each other so that the bladder is attached down 
on the vagina and not at all to the uterus. In such cases I cut across the peri- 
toneum, very much as advnsed by the essayist, dissect the bladder from the vagina 
with the fold of peritoneum, then reattach the peritonium as high up on the anterior 
surface of the uterus as it seems wise. No stitches are put into the bladder but it 
is brought up into approximation and takes care of itself. . The chief argument 
wlrich 1 advanced in favor of this operation was that it eliminated the deep pocket 
from in front of tire uterus. The intestines thus would not tend to push the uterus 
back. The round ligaments arc shortened of course as necessary. 

DE. CHAE.LES L. BONIFIELD, Cincinnati, Ohio. — I wish to call attention to 
the fact that while the object is accomplished in a new way, the principle is old. 
It is the same as that employed b.v Diihrssen and Winter in connection with vaginal 
fixation in 1S92 of bringing the uterus forward. It is the vagina that holds it for- 
ward, and not the bladder. The vagina is a stronger and more fixed organ, and if 
the uterus is held forward, it is done by the vagina and not by the bladder, and 
not by the peritoneum which will not hold anything. 

This operation and all operations that shorten the round ligaments intraperi- 
toneally have the disadvantage brought out by Dr. West, namely, they pull the 
uterus downward and fonvard instead of upward and forward where we want it. 
The only operation that pulls it upward and forward is the Gilliam operation or 
some modification of it. 

DR. DAVID W. TOVEY, New York City. — I do not sec the advantage of the 
modification of the Pfannenstiel incision that is referred to by Dr. Keefe. One of 
the principal advantages that Pfannenstiel claimed for his incision is to prevent 
hernia. If you cut through the fascia vertically- under the skin, you have nothing 
but the skin to hold the intestines back and I do not see why we should not produce 
a hernia with this incision the same as with a vertical incision. Stanton, of Schenec- 
tady, collected the statistics of a number of large hospitals of the country and 
found from 2 to 10 per cent of hernias following the vertical incision in • clean 
cases. Pfannenstiel up to the time of his death had published 5,000 cases in which 
his incision was used without a hernia. I know of only one case operated on by’ 
the Pfannenstiel incision in fourteen years that was followed by hernia, and that 
was a case of carcinoma wdiere a large abdominal drain was left in and hernia 
followed. If you make the incision and dissect up a flap and do not cut all branches 
of the twelfth nerve that go to the fascia and supply it, you will not produce a 
hernia. In separating the fascia from the rectus you get rid of the rigidity in the 
recti and can draw the recti to the spines of the ilium so that you have taken all 
tension out of it. 

It has been pointed out that one of the disadvantages of the Pfannenstiel inci- 
sion is that it presents difiiculties if infection sets in. Such is not the case. ■ I find 
the incision heals more kindly than a vertical incision, because the fibers of the 
skin and fascia run transversely and tension causes the wound - to close. If the 
patient during the operation should strain or vomit, you will see the incision come 
together. 

DR. ROBERT T. MORRIS, New York City. — A great many abdominal opera- 
tions may be done in fifteen minutes through the short incision. You cannot do 
that with a Pfannenstiel incision. In the second place, if you have a patient who 
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docs not relax, nhoso alKlonien is rigid as sonietimos occurs, it is difiicult to make 
a Tcry good j’opair if the Pfannenstiel incision is employed. In the third place, 
every operator gets primary union, but the other fellow docs not. I have had to 
repair two cases in which infection occurred after a Pfannenstiel operation. Both 
of these patients have been reported as cured by the original operator, but they 
are not yet cured. 

DK. RUFUS B. HALL, Cixcinxati. Ohio. — I cannot see the logic of why we 
should repair the round ligament and leave stitches when it is feasible to shorten 
the round ligament b}' modification of the Gilliam operation, and bring the 
external part of the ligament through the inguinal canal; that does all that can be 
done, and leaves the patient’s abdomen intact, so far as the round ligaments are 
conecnied. 

DR. KEEFE (closing). — Professor Pestalozzi told me he had performed this 
operation more than one hundred times with success. 

It is natural for men who have not done an operation to condemn it theoretically, 
whereas the other fellow who has done a hundred of these operations may sec the 
value of it. I was imjjresscd with the skill with which this man operated, and I 
feel this way about it myself : that in women in the childbearing period it may not 
be well to put the bladder on top of the uterus. In women beyond tliat pci’iod I 
think it might be so utilized. 

It is said that the vagina holds the bladder up; others say it is tlie floor of the 
pelvis that holds the uterus up. 

I .slmwcd a picture in the beginning of my paper of a normal uterus lying right 
on the fundus of the bladder. If we insert two or three stitches, uniting 
the bladder to the uterus, then when tlic bladder is filled tlie uterus is raised; but nor- 
mally it is resting on the bladder. I have' not heard anyone put forth any conHne- 
ing argument that this procedure is not of value. 

I was very much impressed, and am yet, with the Alexander operation. A great 
many men say, you must open the abdomen; j’ou may find something the matter 
with the tubes or ovaries. I believe that a specialist in gj-necology ought to be 

able to determine whether there is any serious trouble with the tubes or not. If 

lie cannot make it out, he had better not do abdominal section. There is a large 
field for an operation like the Alexander operation. It has been mj' privilege 
to have listened to some eminent gynecologists of earlier days when tlic 
operation of shortening tlic round ligaments bj' the Alexander operation was' 

first developed. Professor Polk was one of the men who advocated it. 

Professors Munde, Lusk, Emmet, and others advanced arguments to the effect 
that the round ligaments had nothing to do with it. Emmet would not say 
that they had a lifting up property. Whenever you use the Gilliam operation 
and hold the uterus up to the abdominal wall, it is not a natural position at all. 
The nearer we come to ivhat nature has done, the nearer we will come to some- 
thing that is worth while. AVhen we shorten the round ligaments in the way I 
have suggested, so that 'wc are nearer the attachment of the round ligament to 
the uterus, that is the place to have it. Nature does not push it up to the anterior 
abdominal wall. It is said that subsequently the patient will have a lot of blad- 
der symptoms. I have only, operated twice by this method, and these patients 
have not had bladder symptoms. We do this same thing when wc perform a 
hysterectomy, separate the bladder from the uterus, do a supravaginal amputation, 
and stitch the bladder to the peritoneum on the posterior wall and the stump of 
the cervix. How many patients have bladder symptoms after doing that? 

I am glad the operation I have described has brought out such a free discus- 
sion. I desired to obtain the ideas of some of you whether the opera- 
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tion is of value. I wrote Professor Pestalozzi as to wlietlier lie liad puWisliccl tlie 
results of this operation. I wrote him six weeks ago, hut have not received a 
reply. I shall follow the operations up and see whether we can find any detailed 
report of his cases and what the subsequent results are after operation. 

Concerning the two cases I have described, I still feel that I shall continue 
to do more of these operations and follow the cases up and see whether they de- 
velop bladder difficulties or not. When I saw this operation performed it struck 
me as something worth while, and I thought I would present it to you. 


NEW YORK ACADEMY OF IMEDICINE 

SECTION ON OBSTETRICS ANB GYNECOLOGY 

STATED MEETING, HELD NOVEMBEE 28, 1922 

Dr. William P. Healy in the Chair 

Dr. Le Roy Broun reported a case of Ovarian Papilloma with. Sec- 
ondary Involvement of the Abdominal Wall 18 Years after Sub- 
total Hysterectomy for Fibroid with Retention of Adnexa. 

The patient, a married woman, without children, first came under my care in 
1904. She was at that time thirty-four years of age. She presented a bleeding 
fibromyoma reaching to the umbilicus. A subtotal hysterectomy was done, with 
retention of both ovaries and tubes. The recovery was smooth and athermie. 

The patient was not soon again until August of tliis year, 18 years after the 
original operation. Up to one year prior to her visit she had boon in excellent 
health. She first noticed a painless lump in the abdominal wall, to the left of the 
section scar. During the last five months the patient had had occasional nausea 
and symptoms of indigestion, and the lump above referred to has increased in size. 
She was well nourished, with firm thick abdominal wall and no evidence of free 
fluid. Tlie laparotomy scar of the foi-mer operation was firm. To the left of the 
scar was a firm, hard painless tumor three inches in diameter; and apparently de- 
veloped in the abdominal wall. 

Vaginal examination showed an atrophied cei-vical stump. In the right lateral 
fornix was a small ovarian cyst the size of a large orange; partly fixed. The left 
fornix was free. Tliere was no pain elicited. The patient insisted on delay on 
account of the anticipated marriage of an adopted daughter. 

Three months later she again came to the office ha-ring developed alarming 
symptoms. The nausea had increased to the point of inability to retain food. The 
abdomen had become much distended and mildly sensitive, and the abdominal wall 
tumor had changed in contour, had lost its hardness and was tender. 

Tlie patient entered the hospital after a week’s study and preparation, and the 
abdomen was opened on the diagnosis of malignancy. The free abdominal fluid 
of over three gallons was emptied. The abdominal wall tumor to the left of the 
incision was seen to be papillomatous in character involving the parietal peri- 
toneum, the overlying layers and the rectus muscle. A part of tlie tumor was re- 
moved for examination. Immediately underlying this tumor and densely adherent 
to it were loops of intestines. The ovarian cyst partly filled the true pelvis, and 
projecting from the cyst wall to the lateral wall of the pelvis were papillomatous 
masses. No extended examination of the remaining contents of the abdomen was 
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made on account of the poor condition of the patient. Tliere ivere, however, no 
other marked secondary papillomatous deposits. 

The papillomatous abdominal wall tumor was evidently a secondary implant 
from the papillomatous cyst in the pelvis, this implant taking place in the site of 
the adherent intestines, the location of the greatest irritation. 

A week later tlie i)atient was given deep x-ray exposures, and has received up 
to the present, two scries of live treatments each. The effect of this treatment 
has been to decrease the size of the abdominal wall tumor fully two-thirds. The 
treatment has not decreased the rate of reaceumulation of ascitic fluid. 

Tlic fact that the hopeless condition, of this patient is unquestionably due to 
the presence of the conserved ovaries with retrograde changes to a papillomatous 
malignant growth, brings up the question of the udsdoni of at all times consen’ing 
adnexa, when apparently healthy, after the removal of the uterus. In this indi- 
vidual patient unquestionably they should have been conserved, since at the time 
of the original operation she was only thirty-four years old. The trend of the 
present-day custom is, however, to urge ovarian conservation at all times, whether 
the patient is near the menopause or past this period, except in cases of malignant 
disease of the uterus or adnexa. We arc influenced to a marked degree by the 
customs and thoughts of our immediate day. Whether, however, we conserve the 
ultimate interests of our patients when wo preserve the adnexa, about the age of 
the menopause, at the time of the removal of the uterus is still a doubtful question 
with me. ... 

Less than ten years ago in the course of a discussion the question was brought 
up at a meeting of the American Gjmccological Society, as to the advisabilitj' of 
removing the adnexa when doing a hysterectomy on a patient about the nionopauso 
age. Sucli opiniojis were the result of the experience of the operators, in spite of 
the fact that internal ovarian secretions were just as active at the time of that 
discussion as they are today, yet we had not had it so constantly put before our 
mind as it is at present. Four years ago Polak, before the same society, presented 
a paper on the study of the ultimate behavior of conserved ovaries as taken from 
a collection of cases from his owti clinic. He voiced in this paper in every par- 
ticular my omi convictions that in instances of removal of the uterus the conserva- 
tion of the ovaries should not be a routine measure, but that each case should be 
dealt with indmdually. I venture to predict that in the near future the surgeon 
will return to his original line of thought and question the endocrine value of con- 
served ovaries, when at the time of the menopause it is necessarj’ to remove the- 
uterus, the basis being that the patient’s interests are better considered when she 
is certainly left free of a possible pelvic discomfort with the attendant nervous 
condition if the adnexa are removed at the time of the hysterectomy. 


Dr. Broun also reported a case of Carcinoma of the Cervix Uteri 12 
Years after Subtotal Hysterectomy for Double Adnexal Disease in 
a Nullipara. 

This patient first came under my care in December, 1909, with a history of 
recurring pain and pelvic distress of nine years’ standing. At that time she was 
forty-eight years of age and had never become pregnant though married for eiglit- 
een years. She gave a history of infection extending over eighteen year.®. There 
was a large, boggy uterus, and in both lateral fornices thickened tubes and otaries- 
could be felt imbedded in adhesions. A subtotal hysterectomy was done uitli. 
removal of both adnexa. Gauzb drainage was used through the split ccivix and 
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culdesac, the peritoneum being closed above. The recovery was uneventful. The 
appendix was also removed. 

The patient came again under my care in June, 1921, stating that she had been 
in excellent health up to a short time previously. She states that Tor the past four 
years she has had a leucorrheal discharge wdiich Iiad not existed previously. Her 
family physician having died, she did not consult any one, attaching no importance 
to the leueorrhea. For the past three weeks she has been having a bloody dis- 
charge. 

Examination showed a thickened cervical stump, bleeding easily from the mucous 
membrane; in one angle there was a thickened, inflamed nodule, bleeding easily to 
the touch. The broad ligament was perceptibly infiltrated on the loft and slightly 
so on the right. At the time of radium application a part of the thickened in- 
volved area was removed for diagnosis. Radium was applied to the canal in 650 
mg. hours’ dosage, and 300 mg. hours in the form of a needle were inserted in each 
of the bases of both broad ligaments. The pathologic examination of the speci- 
men removed was that it was not malignant, but showed marked polypoid hyper- 
plasia of the mucous membrane. From the subsequent history and local changes 
the lesion was carcinomatous and was not excised. Tlie patient died within eight 
months from exhaustion and suppression of urine. 

For fully ten years my rule in hysterectomies is to do a total removal of the 
uterus in all patients who have borne children. In nulliparous patients I leave the 
cervix except in instances of endocervicitis. In this instance the origin of the car- 
cinoma was undoubtedly in the scar tissue of the cervical stump following its in- 
cision into the euldesac for the purpose of drainage. 

I have for years followed this course of splitting the cervical stump into the 
euldesac when drainage was necessary for the purpose of insuring a patulous 
drainage canal after removal of the gauze. There have never been up to this time 
any undesirable sequelJac. In the future a total liysterectomy will be done except 
where inadmissible. 


DISCUSSION 

DE. H. N. VINEBEEG. — The very worst menopause sj-mptoms I have observed 
were in women who had already reached the menopause. I maintain that if the 
ovaries are to be retained it is as necessary to retain them at the age of the 
climacteric as at an earlier age. Personally, 1 do not think they ought to be retained 
at any age, but they are just as important at the time of the menopause as earlier. 
In my opinion the retention of the ovaries without any uterine mucosa so that men- 
struation may continue, does not lessen, as a rule, the artificial climacteric and the 
retained ovaries not infrequently gh'e rise to further trouble. Hence it is mj' prac- 
tice to do a myomectomy whenever it is at all possible, and conserve the menstrual 
function. 

DR. HEADY. — I take, though with some hesitation, issue with Dr. Vineberg. I 
believe that in younger women the ovaries should be conserved, but if you are going 
to conserve them jmu ought not to remove their blood and nerve supply. I think the 
ovaries should be removed if you cannot conserve the tubes and the blood and nerve 
supply. The fact that this one woman developed a cyst of the ovaries left at hyster- 
ectomy is not argument for always removing the ovaries when you can leave the 
tubes with them. 

dr. a. J. RONGY. — ^Notwithstanding this instance of secondary involvement of 
the stump of the cervix after so-called hysterectomy, I think the greater amount of 
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safety to the larger muiibor of patients will be secured if we do not attempt to re- 
move the cervix in eveiy- case. I believe that the incidence of carcinoma in the 
stump of the cervix has been estimated at between 2 and 3 per cent. This small 
percentage would be entirel}’' outweighed by the higher mortality if we should at- 
tempt always to remove the cervix. I have seen four cases of secondary involve- 
ment of the cervix after hysterectomy in over fifteen years. I think the incidence 
of largo tumors deep in the pelvis is too great to risk endangering the lives of 
patients by always removing tlie cervix in these cases. 

A point not brought out in the discussion is that in women who have a tendency 
to high blood pressure at the time of the menopause, this tendency is minimized by 
leaving the ovaries. The removal of the ovaries seems to have something to do with 
an increase in the blood pressure at the time of tlie menopause. 

UR, BROUN (closing). — I realize that we can never agree on the question of the 
conservation of the ovaries, but I feel that it should not be impressed as a routine 
measure on eveiy operator. I have seen so many who have been impressed with tlie 
importance of leaving the ovaries or parts of them irrespective of the case in hand, 
that they overlook the fact that if the ovaries are left and the tubes are removed the 
circulation of the o^’aries will in all probability be impaired, especially in inflammatory 
cases. Under those conditions, while the patient recovers she stands a good chance of 
not being cured on account of pain. Instead of being a conservative measure the con- 
■sen^ation of the ovaries has been a radical procedure under sucli conditions, and the 
interests of the patient have not been duly considered. Personally, I do not recall 
any patient who has complained because the ovaries were removed at the time of 
the menopause, but I have had a number of patients who said they were sorry I 
had left their ovaries, when they were no longer healthy. 

In regard to the second case, twelve years ago we were not considering focal 
irritation as a cause of cancer and I cut through the ccrvi.v and drained the culdc- 
sac. I would not do this now with this case in view, because there has been a scar 
which caused irritation and was the cause of the carcinoma. In my hands following 
total hysterectomy recovery is just as smooth or a shade smoother than following 
supravaginal hysterectomy. Where the patient can stand it, it is only what we owe 
to her to remove the cervix. 

DR. HEALY.— I would like to draw attention to one point. In the history of 
Dr. Broun ’s second patient, the woman had been married 20 years and for a great 
many years she had suffered from pelvic infection, presumably of Neisserian type 
and had extensive lesions of the tubes. This is exactly the type of case in which 
the cervix should be removed. If we go on the theorj- that there is anything in 
traumatic irritation as a source of cancer, certainly the cervix in which there has 
been chronic disease for many’ years is the cervix to be removed. As Dr. Rongy has 
.said, it complicates a case a great deal to remove the cervix and these inflammatory 
cases in which the cervix should be removed are the most difficult in which to do it. 
We must take into consideration whether the final mortality will be greater in hyster- 
ectomy with removal of the cervix or when the cervix is left whether it will he 
greater from subsequent malignancy. In IS years 1 do not believe I hare soon 10 
eases of cancer of the cervix where supravaginal hysterectomy has been done, so I 
feel that a diseased cciwix should be removed if the patient’s condition is 
good enough to withstand the additional time required to remove it. All cases 
cannot be treated in that broad way. One must consider the patient’s condition 
nt the time of operation rather than a possible carcinoma at some future date. 
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Dr. James C. jMasson, of Rochester, Minn., read by invitation a paper 
on Sarcoma of the Uterus. (For original article see page 345.) 

DISCUSSION 

DR. JAMES EWING. — ^Dr. Masson empliasiz'ecl the diffcient typos of sareoma 
of the uterus, because from the laboratory standpoint that is the most impressNe 
aspect of this subject. Different types of sarcoma occur in the cervix, parametrium, 
and endometrium, and in many' gradations, all of which I do not pietend to be 
able to identify. 

As a pathologist, I am impressed with Dr. Masson's breadth of information. 
We pathologists are likely to be limited in our information to the macroscopical 
and microscopical data obtained from the specimens and do not have the advantage 
of observing the cases clinically. 

In regard to malignant changes in fibroniyomata, I have seen only one sarcoma 
definitely derived from a myoma, and it was concluded that it was a myoma which 
had undergone sarcomatous degeneration. The gross specimen showed a multilobed 
myoma, three-fourths of which was myoma and the other one-fourth was entirely 
different, being edematous, cellular and distinctly malignant. Here we had an old 
myoma with a single lobe showing secondary changes of sarcomatous character. The 
sarcomatous portion of this gi'owth was in contact with the endometrium and at this 
point had ulcerated through and infection had involved practically all the sarcomatous 
portion in a subacute inflammation. Other cases in which sarcomatous transformation 
of a myoma has been claimed have given a long history of myoma. In some instances 
there has been an exploration and a visual demonstration of the myoma, and then 
some years later there would be another operation and there would be discovered a 
rapidly growing sarcomatous tumor. There are a few instances of that sort in 
the literature. 

There is another way to look at these sarcomatous myomata, and that is from 
the standpoint of the location of the tumor. There are certain myomata which one 
would naturally expect to be malignant; those arc the hetorotopic ones. Sarcoma- 
tous characters exist more frequently in myomata in the broad ligament. I have 
seen several myomas at a distance from the uterus, as in the cecal region and un- 
der the liver, where there may have been displaced wolffian rests, which were malig- 
nant from the start. We are all aware of the malignancy of polypoid myomata in 
children, and in adults polypoid myoma is apt to recur and to be malignant. If 
the myoma is in the ordinarj' locatioir in the uterus there are slight chances of its 
becoming sarcomatous; if, however, it is heterotopic, it is likely to be malignant. 
Some forms of adenomyoma which axe not a sarcomatous structure, are apt to run 
an unfavorable course because of the unusual attachment, which renders them diffi- 
cult to extirpate completely. " 

As to the malignancy, there are other factors in connection rvith polypoid cer- 
vical myomas; they are nearly all incompletely removed, owing to the difficulty of 
extirpating all the involved tissue in the cervix and the remnant left recurs. Tlreso 
recurrences are apt to be more malignant and aggressive than the original growth. 

It is an interesting feature in this report of Dr. Masson’s that in 7000 or 8000 
operations malignant changes in myomata occurred in rather less -than 1 per cent. 
I think he is quite right in speaking of the unwisdom of attempting to diseover 
every cellular focus and of the mistake of attributing unusual importance to them 
since this rvould increase the number of sarcomatous myomata and lead us astray in 
the interpretation of these cases. 

DB. WILLIAM B. STUDDIFORD. — ^Personally my experience with sarcoma of 
the uterus is very limited, and I have been wondering w'hether many cases have been 
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overlooked in •wliich there has been a sarcomatous changei in the fibroid. Some time 
ago when the question of malignant changes in fibroid tumors was brought up I at- 
tempted to go over some material that had accumulated at Bellevue Hospital. At 
that time there was only one ease recorded in wliicli there was malignant cliange in 
a fibroid. Dr. Clark of Pliiladelpliia told me that his material had shown very few 
changes in fibroids which were of a malignant nature, and veiy few recurrences. The 
pathologists have said that possibly some cases of malignant change had been over- 
looked, but few cases had been met in their examination of tumors. Possibly malig- 
nant changes might be found if repeated sections liad been made. 

As a matter of fact, 1 recall only four cases, one in a child two years old with 
sarcoma of the uterus, extending practically to the umbilicus, and that child died 
within a few weeks after the tumor was first discovered; the first symptom was 
bleeding from the vagina. In a second case a supravaginal hysterectomy had been 
performed for fibroids and sarcoma was found involving the endometiium. There 
was a rapid recurrence in the cervix. An attempt was made to enucleate the cervix 
and the woman died. Tlie third case was one of melanotic sarcoma in- a fibroid. 
Twelve years before she had had an eye removed for melanotic sarcoma. Of course 
the diagnosis rests entirely upon the microscopic (indings and there is nothing in 
the svTnptoms to distinguish this condition from carcinoma. The same is true in 
fibroids. 

The question of the possibility of malignant changes brings up the other ques- 
tion of complete as against supravaginal hysterectomy. I have always felt that the 
safe rule in operatmg on fibroids is, before the operation is completed, to have some- 
one section the uterus to note whether there are any changes present other than those 
characteristic of every fibroid. Leaving out the question of malignancy, I think it 
is best to remove the cervix. 

DR. JAMES GOES C ADEN.— Tliere are two things in connection with this sub- 
ject of interest: (1) the frequency of sarcoma with myoma of the uteras and (2) 
whether there may not be some symptom or group of sjTnptoms that would give a 
suspicion of the presence of sarcoma. With a mortality of supravaginal hyster- 
ectomy of less than 1 per cent, if the incidence of sarcoma with myoma is 1 per cent 
or more, it seems to me almost logical to do a hysterectomy for every myoma found 
on examination, and that would mean a large number of hj-sterectomies, for it is 
said that four out of ten women have flbromyoma uteri. As to the frequency, I 
have tried to find out something definite by looking at the statistics up to 1900. 
J. Riddle GofEe did the first modem hysterectomy in 1SS6. Bier in 1S94 ligated tho 
uterine arteries separately. This did not get into full mring, however, until 1900. 
Prior to that time these operations were considered very serious and operation for 
flbromyoma^ was performed only when the patient was suffering severely.' Despite 
the fact that statistics are not very reliable, for many would call a condition sar- 
coma while others would call the same condition carcinoma, etc., there are no figures 
sho'wing any great incidence of sarcoma of the uterus before the modem operation 
was performed'. As to the incidence of sarcoma in cases of myoma treated by 
radium and x-rays, unless we underestimate the effect from the radium and x-raj s, 
this treatment cannot destroy sarcoma. Twelve hundred milligram-hour doses will 
cause myomata to shrink. 1 do not know the effect of radium on known sarcoma. 
There liave been a large number of myomata treated by radium since 1902, and if 
the incidence of sarcoma is high we sliould have a large mortality from neglected 
myomata, yet the only case I have found was Schoomacher's, which the patient was 
treated for myoma and afterward developed sarcoma. There must be many more 
such cases. In other words, I am interested from tho patient's standpoint in knou- 
ing how many myomata, giving tho microscopical picture of sarcoma, in time, are 
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going to kill the patient ; that is really what we arc tiying to find out. In our 800 
cases of myoma there have been four sarcomas, two without doubt and two doubtful. 
Dr. Viueberg referred one little girl whose pelvic viscera were so matted up 
that a specimen could not be removed. Under x-ray treatment it has practically 
disappeared. The other case is similar to those Dr. Ewing spoke of, the one with 
sarcoma of the broad ligament. The other two cases have been seen within the last 
two months and both had extremely acute histories. The one was forty-eight years 
of age, the other 52, both, in apparently, good health, suddenly became ill and suf- 
fered from pressure symptoms and toxemia and high temperature indicating infec- 
tion. In one there was intrauterine endometrial sarcoma fiUing the uterine cavity. 
The growth was composed of round cells not in the neighborhood of smooth muscle, 
recognized as such. The other growth was around the wall in close approximation 
to tissue that looked like ordinary myoma. 

If one out of every 100 myomata will kill the patient by becoming a sarcoma we 
ought to forego everj-- form of expectant treatment of myoma. 

DE. EMIL SCHWAEZ. — ^IVe are very fortunate in obtaining, through Dr. Mas- 
son, the statistics from one large institution. It might occur that there are dis- 
crepancies of opinion as regards malignancy when such tumors of the uterus are ex- 
amined. The diagnosis seems to depend on the experience of the pathologist and 
the statistics giving proportions of myoma and earcoma are often dependent on the 
locality on which the operations were performed. The fact that more hysterectomies 
are done on this side of the ocean than on the other side accounts for the varied in- 
cidence of sarcoma. The proportion between the benign and malignant stroma 
tumors is from 1 to 14 per cent, while a ten per cent occun-ence is surely exag- 
gerated. All the degrees of differentiation of the muscle cell into entirely undif- 
ferentiated round cells are found in these uterine tumors and rarely a doubt arises 
as regards malignancy although the degree of invasion probably depends on the 
amount of differentiation. A less differentiated tumor is probably more malignant, 
the sarcoma of the cervix is histogenetically entirely different from the corpus sar- 
coma, the origin is distinctly of an embryological character. 1 should like to men- 
tion in connection with the literature the name of Prof. Bobert kleyer whose classical 
monographs on sarcoma of the uterus are outstanding for the excellent histological 
classification and brilliant scientific speculation. I tliink that well trained histolo- 
gists encounter no difficulty in selecting suspicious portions of the tumor and the 
sectioning of ten or fifteen portions of myomata particularly by the freezing method 
does not appear warranted from the standpoint of a pathologist. Frozen sections 
rarely disclose delicate histological changes in tumors. 

DE. WILLIAM CEAWFOED WHITE.— At Eoosevelt Hospital from 1910 to 1922 
there have been 1479 cases of fibromyoma uteri. In that same period we have recog- 
nized only two cases of sarcoma of the utems, one in 1912 and the other in 1919; 
both were alive in 1922. In regard to what Dr. Masson said about radium and x-ray 
treatment, I do not see how any one can talk about radium for these cases because 
we cannot recognize when they are sarcoma in the early stages. 

DE. VINEBEEG. — I should like to put on record a case similar to the one Dr. 
Ewing spoke of. This case by all reasonable inferences had a myoma first and a 
sarcoma developed in the growth. Tlie woman was about 53 years of age. She 
had a large tumor reaching midway between the unbilicus and the ensiform cartilage. 
It looked to me at the time as though it was nothing else than a fibroid tumor. The 
woman was suffering from pressure symptoms and I did a complete hysterectomy. 
However, in removing the adnexa and the cervix, as it was such a large tumor and 
there was some ascitic fluid in the peritoneal cavity, I asked the pathologist to ex- 
amine it very carefully. The pathologist of Mt. Sinai Hospital reported it as a 
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simple fibromyoma. Six montlis later the woman returned with an enormous recurrent 
growth and then the tumor was reexamined and found to contain sarcomatous cells 
in certain areas. 

Another very interesting case was that of a woman operated upon by another sur- 
geon who did a supravaginal hysterectomy for supposed fibroids. The woman came 
back one year later complaining of pain in both sides of the abdomen and in both 
lower quadrants. A growth could be made out on both sides. I was not sure 
whether they were the retained ovaries or a now growth, but learned that the ovaries 
had been removed. The patient was suffering so veiy severely that I operated and 
found retroperitoneal growths lying practicalh’ on the deep pelvic vessels. Tlie 
grondhs were removed and found to be sarcomas. Six to nine months later the woman 
returned with recurrent nodules. She was then treated with radium and x-rays and 
these nodules have disappeared and though she still has the cervix intact, she is en- 
liiely free from recurrences. It was ascertained that a further microscopic exam- 
ination of the uterine growth showed it to contain sarcomatous elements. Another 
case is one to which Dr. Corscaden referred. This patient was a young girl ten or 
twelve years of age, operated upon at the French Hospital for appendicitis. It was 
stated that at the time of the operation a sarcoma of the uterus was detected but was 
not removed. As the little girl was sufl’ermg a great deal of pain and discomfort 
it was decided to do an exploratory laparotomy. Tiiis showed a growth that evidently 
was in the walls of the uterus. The omentum was extensively adherent to tlie tumor. 
An attempt was made to excise the tumor for examination, but the hemorrhage be- 
came so profuse that we desisted from further interference and closed the abdomen. 
That patient has been treated by Dr. Corscaden and there is absolutely no evidence 
of growth at the present time. Tlie only disconcerting feature at present is that 
there is a great deal of thickening and induration of the anterior abdominal parietes. 

DE. BEGUN.— At the ‘Woman’s Hospital in 1800 to 1000 consecutive eases, there 
has been found less than 0.4 of 1 per cent sarcoma. 

DR. HEADY.— I think the variability of the incidence of sarcoma in uterine fi- 
broids is very striking. IVe have been told 0.4 per cent at the Woman’s Hospital and 
Dr. White has stated that at the Roosevelt Hospital among 1500 cases covering a 
period of 12 years tliere have been only two cases indentified histologically as prob- 
able sarcoma. This indicates that there is a great variabilitj’ in the type of tissue 
identified as sarcomatous at different institutions. At Roosevelt we are not in the 
habit of doing a complete hysterectomy for fibromyoma uteri unless there is some 
complication requiring drainage of the pelvis into the vagina. So, bearing in mind 
that a very large number of operations for fibronyoma uteri are done by supravag- 
inal hysterectomy and in many cases the adnexae are left, it is quite possible that 
sarcoma has been overlooked, and this being the case one would expect to find a 
small number of local recurrences of sarcoma in the pelvis. We have not discovered 
such cases in our follow-up work which is fairly accurate and tliis leads me to be- 
lieve the findings nearly correct for our group of cases for we have practically seen 
no cases of sarcoma. If sarcoma has been present it has been encapsulated and has 
not broken through. 

DR. MASSON, (closing).— The points brought out in the discussion arc just the 
ones that have been worrying me in my study of the subject. My attention has not 
been brought to the 1 per cent of cases in which the growth was outside the uterus. 

1 shall be interested to follow Dr. Ewing’s suggestion and to observe whctiier the 
greater percentage of maligancies are those separated from the uterus, such as those 
of the broad or round ligaments. 

I believe that in removing myomas we should insist that a pathologist examine the 
'opcimen before the operation is completed. Sarcoma cannot be detected from its 
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gross appearance, therefore, a trained pathologist should examine specimens before 
the patient leaves the operating table. Unfortunately, the number of trained pathol- 
ogists is limited, and it is difficult to 3udgQ the incidence of sarcoma in fibromyoma 
from statistics, because those classified as malignant in one hospital are not so classi- 
fied in another. 

I am sure that a great many fibromyomas are removed and the malignancy not 
recognized. No doubt the spmdle-cell type of myosarcoma is a condition much less 
malignant than the small-cell or oval-cell sarcoma found in the endometrium. I be- 
lieve myomectomy has saved many lives from malignancy when malignancy was not 
suspected by the surgeon. 
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Collective Review 


Protein Therapy and Non-Specific Resistance 

By Hugo Ehrenfest, M.D., St. Louis, Mo. 

W ITHIN the comparatively short time of about seven years, non- 
specific protein therapy has gained a firm foothold in clinical 
thought and practice. Well in accord Tvith the generally noted trend 
of modern gynecology'' to supplant operative procedures, notably in 
so far as they imply the remotml of organs, with nonoperative and 
thus truly conserving measures, also the gjmeeologist has exhibited 
Iceen interest in this new type of therapy. Proper appreciation of 
these recent efforts (refiecte'd in the appended group of Selected Ab- 
stracts) presupposes familiarity with the biologic principles under- 
lying this form of treatment. This information can now be readily 
obtained from a volume on Protein Therapy and Non-Specific Resist- 
ance by William F. Petersen, which covers the entire problem in a 
most exhaustive and authoritative manner. From this work I shall 
quote certain facts which not only elucidate the essential principles 
of this method but also tend to show that stimulation of nonspecific 
reaction by the injection of foreign proteins represents a novel and 
probably A'aluable addition to the gynecologic therapeutic armamen- 
tarium in combating infiammatory jirocesses of the internal genitalia. 

The idea of therapy on a nonspecific basis, at first glance, seems a 
step backward. The study of the causal relation of microorganisms 
to certain diseases, started by Pasteur and Koch, the long knoivn clin- 
ical fact that certain infections lead to the development of speci c 
immunities, and finally therapeutic results with specific sera and vac- 
cines, ushered in by the work of Behring, have led to that speci c 
ideation on which modern medical science is largely founded. Isa - 
urally enough in such a period of successful achievement cliniea 
observations that did not fit in ivitli the prevailing mode of though 
were but half-heartedly put forward and soon passed into oblivion. 

The present interest in nonspecific therapy did not originate on the 
basis of a convincing theory or promising laboratory experimentation. 
It was the clinic that forced attention to certain therapeutic lesu s 
which could neither be ignored nor reconciled with prevailing concep- 
tions of the mechanism of recovery from disease. 

In 1893 Fraenkel reported on the treatment of 57 cases of 
fever with subcutaneous injections of typhoid bacilli. In an address, 
delivered at the same time, Rumpf presented a similar series o j- 
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plioid patients with equal success treated with a pyocyaneous vaccine. 
He called attention to the reaction following the injections in the 
form of chills and sweating and the subsequent euphoria. Published 
at a time that ivitnessecl the successful introduction of diphtheria and 
tetanus antitoxin, Rumpf’s paper was practically ignored. Appro^ 
imately at the same time Kueliiie had analyzed the tuberculins and 
noted 'the large amount of protein split products therein contained. 
Koch himself was cognizant of the fact that the fever-producing 
element in the tuberculins was not part of the specific effect which 
he was seeking to accentuate. Hueppe, Scholl and others insisted 
that it was just this nonspecific bacterial protein which^ accounted f or 
the entire tuberculin reaction. These findings and clinical observa- 
tions finally led to the experiments of Mattlies and ICrehl (about 1895) 
with protein split produets in tuberculous animals. In employing 
various proteins they discoAmred that also milk injections Avould acti- 
vate the focus. 

To the same period also belongs the reintroduction of the artificial 
abscess, the sterile fixation abscess (e.g., produced by the injection of 
turpentine), Avith apparent success used by Focliier in puerperal in- 
fections. 


Nucleic acid and its salts were used in a similar manner, and for 
about two decades extensively employed with seeming success. These 
injections caused a leucocytic reaction supposedly expressing a fa- 
vorable general tissue stimulation. 

Collodial metals, especially silver preparations, had come into more 
general use after their introduction by Crede. They first were thought 
to possess specific streptococcicidal properties, but finally the col- 
loidal metals have come to be recognized as nonspecific, purely reac- 
tive agents. 

Autoserotherapy, introduced in 1894 by G-ilbert for the treatment 
of pleurisy and consisting in the subcutaneous reinjection of pleu- 
ritic exudate, belongs in the same category of therapeusis. The re- 
sulting benefit after further investigation was definitely ascribed to 
the leucoeytosis that usually folloAvs the injection. 

There are tAvo related measures to be found in tnmor therapy, viz., 
the trypsin treatment of Beard, and the fluid of Coley, supposed to 
be particularly useful in sarcoma. The injections of both agents are 
folloAved by a severe reaction— chill, fever, increased local pain, evi- 
dences of inflammatory reaction, occasionally folloAved by clinical im- 
proAmment. These reactions are noAV known as typical nonspecific 
phenomena. 


Another nonspecific method, at times followed by good elincial re- 
sults, has been that of the injection of leucocytic extracts in patients 
ill iroHx various infectious diseases. It has been found, e.g., by Opie 
that sneh injections had a very decided proteethm elfeet against in- 
fections. But also these results probably are to be explained on the 
basis ot a nonspecific reaction. 

BetAveen 1890 and 1910 reports began to become more frequent 
Avliich detailed successes throngh a number of therapeutic measures 
purely nonspecific in character (e.g., normal sernm and diphtheria 
antitoxin in the treatment of tuberculosis, arthritis or ccrebrospLa^ 
meningitis). This paraspecific serotherapy has been extensively used 
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in France, and its rationale more recently lias been thoroughly dis- 
cussed by Cumston (New York Med. Jour*., 1918, cviii, 903). 

Yeast has been emplo 3 md for many years in the assumption that it 
augments the resisting powers of the body. Yeast extracts have also 
been given subcutaneously for the same purpose. 

In the gi’oup of nonspecific therapj’- of infectious diseases also be- 
long some of the efforts of administering mixtures of various vaccines. 

lYe thus have a large list of agents employed, some empirically, 
others on definite immunologic theories, but all, whether bacteriologic 
products, enzj^mes or chemicals, producing a more or less marked 
constitutional reaction. It is curious that this common feature was 
not emphasized or even recognized as a possible part of the therapeu- 
tic mechanism. 

Throughout the period under discussion vaccinotherapj’’ as advo- 
cated by Wright was being tried out, not alwa^’-s with success, but 
with sufficient result to keep the method in use. In general, however, 
the therapeutic results certainlj’’ did not measure up to expectation. 
As a matter of fact it is this work vuth vaccines which ultimately led 
to the modern conception of protein therapy and nonspecific resist- 
ance. The idea of strict specificity of such vaccines, built up in the 
laboratory’’, had to give wa,y to the definite clinical demonstration of 
the equal effectiveness of heterobaeteriotherapy. This marks the 
real beginning of the recognition of nonspecific therapy. Corrobora- 
tive clinical evidence quicklj’’ appeared from a number of European 
hospitals in a great number' of various diseases. 

Prom heterobaeteriotherapy it was but a logical step to the intra- 
venous and subcutaneous injection of bacterial components and bac- 
terial split products, then to protein split products of nonbacterial 
origin, and finally to the realization that any substance which is capa- 
ble of inducing the shock reaction on the part of the patient would 
result in general in the same therapeutic change. Soon a number of 
other agents were so used, milk, proteoses, albumoses, hs'^pertonie salt 
solution, etc. Distilled water and foreign sera soon were added, and 
more recently the ancient method of producing sterile abscesses hj’’ 
the injection of turpentine or hj'pertonic salt solution has been re- 
vived. It was recognized too that some of the older agents, nucleic 
acid, colloidal metals, enzj^mes, lipoids, etc., all belonged in the same 
category. The^’’ all brought about a general reaction which manifested 
itself as a rule in a chill, fever and leucocjdosis. 

In the nonspecific therapy, as now widely emplo^md, chiefly in Euro- 
pean clinics, the following substances seem most often used: ovalbu- 
min, seralbumin, milk, fat-free milk, casein, gelatin, nucleoprotein 
(plant proteins), and protein split products such as proteoses, deutero- 
albumose, histamine, globin and peptone. 

IMilk and certain special milk products at present seem most fa- 
vored bj’' gynecologists and, therefore, it will prove interesting to 
mention here further details concerning their use. The intramuscular 
injection of milk was introduced bj’' Schmidt and by Saxl in 1916^ to 
induce a protein reaction. Milk offei'ed the great advantage of being 
alwaj’s available. Ordinaiw pasteurized (or fresh) milk is boiled foi 
from five to ten minutes. After having been cooled off, from 5 to 
10 c.c. are injected intragluteallj', or into the muscles of arm or back. 
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The iiiiectioii is followed in some instances by a chill (not so^ se\ ere 

Muring a typhoid vaocine S 

perature that reaches its maximnm m from 6 to 8 horns men 
Lbsides mthin 24 hours. A Avell marked leucocytosis, ranging fro 
15 to 40 thousands also results. Milk, so_ in;iected, has a decided 
styptic effect and, as shown by Boellken, is of particular value in 
diSases associated with hemorrhage. Thrombokmase and fibnno en 
appear in increased amounts in the serum after the injection. Locally 
there may be considerable pain at the site of injection. 

It is believed by some investigators that the intensity of the reaction 
is wholly dependent upon the bacterial contents of the niilk.^ Fresh 
sterile milk seems to cause less reaction. When milk injections are 
repeated the reactions may be successively augmented, differing in 
this respect from the effect of reinjections when bacteria or proteoses 
are employed. There seems to he little danger of sensitization oi of 
anaphylactic shock from repeated injections of milk. Some later 
observers are of the opinion that milk preparations (caseosan, etc.) 
are more apt to be folloived by shock symptoms. Other writers as- 
sume that such sj’mptoms develop only if inadvcrtentlj’- the injection 
had been made directly into a vein. It has lieen suggested to use 
human milk in preference to cow’s milk. For intravenous use a 
special fat-free milk has been prepared. 

Lindig and Mueller attempted to refine the milk therapy by em- 
ploying purified casein in place of milk. This would repre.sent a 
chemically constant product, free from bacteria. Tims a standard 
dosage might be determined. Lindig used one-half to one c.c. of a 
5 per cent solution of casein, Mueller in a similar way Aolan, \vhich 
seems practically identical with another preparation named Caseosan. 

It would lead too far to describe here in detail the general and focal 
reactions and their assumed biologic origin, or present even only a 
resume of the claimed results of nonspecific therapy in a great variety 
of diseases, including gonorrhea and its complications, and other 
conditions often seen in gynecologic work. The reader is referred 
for this information to Petersen’s book. 

Protein therapy with proper dosage, in Petersen’s experience, offers 
a potent, perhaps the most potent, method that we have at our com- 
mand of altering the current of cellular activity in two diametrically 
opposite directions — acceleration and depression of function. Treat- 
ment under proper dosage results first in a well marked stimulation 
without clinically apparent fatigue (brought on only bv a toxic or 
too large a close), and if continued for a period of time this alteration 
of acceleration and subsequent retardation of metabolic processes 
becomes clinically manifest in increased weight and general well bein" 
But as with all new therapeutic procedures there still exists <^reat 
nncertainty as to the proper dosage. This is especially true for this 

A” depends on tho vigor ol the 
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IS folloAved, extreme caution is required Tu o-Pnpmi . - - 
Jn mind that tho (irst injections slionld bo given e?rl( inZ 
tho d.soase, that the individnal injection mtZ ho given sZ^yrtZl 
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a relatively small dose should be given at the first time, and that’ care 
must be taken, if the in,]eetions are given intramuscularly, that the 
agent is not liy accident introduced directly into a vein. 

The nonspecific method of treatment should under no circumstance 
be considered as a rival or substitute for the proved specific meas- 
ures that we have at our command. 

The severe reaction likely to, follow the injection renders it impera- 
tive not to employ this therapy in any patient who does not seem a 
good clinical risk, or would not seem well able to bear the additional 
strain of a iiossible violent reaction. Therapeutic results' furthermore 
cannot be expected when the organism of the patient is no longer 
capable of responding to stimulation, representing the first phase of 
the reaction. 

Care must be taken to obtain all possible information concerning 
particular hypersensitiveness on the part of the patient such as a 
history of serum .sickness, asthma, urticaria, angioneurotic edema, or 
also of eijilepsy or other grave nervous instability. In such eases the 
more active agents must not be used. 

Pregnancy must be similarly regarded as an absolute contraindica- 
tion. Great caution will have to he observed in most cardiac lesions, 
and especially in the presence of signs of ineompensation. Diabetics 
by mo.st writers are pronounced as unfit subjects for this newer 

therapy. _ , . .4.1 

Nonspecific therapy actually requii’es more judgment, more careiul 
attention and bedside study than almost any other therapeutic pro- 
cedure. It should never be a routine procedure. 

REFERENCE 

Petersen, WilHam F.: Protein Therapy .and Non-Specific Resistance. The Mac- 
millan Company, Now York, 1922. 


Selected Abstracts 


Protein Therapy in Obstetrics and Gynecology 

V. Jaschke: Experiences with Protein-Body Therapy in Obstetrics and Gynecology. 

Therapeutischo Halbmonatshefte, 1921, xxxv, 539. 

The parenteral administration of foreign proteins has Been employed o y 
cently as a therapeutic measure in obstetrics and gynecology. xcc en r 
hav'e, however, been obtained by the use of soluble casein (Caseosan ey 
puerperal fever, parametritidcs, and especially in peritoneal an gem a u 
culosis. It appears that the good results are due, not entirely to t le ‘yP® 
cytosis, for in certain cases this did not appear, but rather to an ac a 
protoplasm, an increased functional capacity of the most \aryino ^ 
organs. This effect is, however, only obtained with proper dosage, o lerw 
there may even be induced a state of “proteinogenous cachexia. 

Specific antibodies are produced in the body by the Caseosan injections, . 
may be demonstrated by the technic of Salomon. The antibody titrc s 
determined before treatment, and where any considerable amount is prc.en 
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initial dose of Caseosan should be small, (O.l-O.a c.e.) and is better administered 
intramuseularly than intravenously. Where the antibody content of the serum 
before treatment is low, an initial dose of O.o c.e. intravenously may be given. 
The therapv is usually far moi’e efficient in the cases where the initial antibody 
content is low. 

Better results are obtained in the chronic infections, especially the tuberculous 
infections in which often marvelous therapeutic effects are obtained. In the 
acute puerperal conditions the beneficial effects usualty appear too late to save 
the life of the patient, though occasionally even severe eases of bacteremia have 
been healed. Other indications for its use are nonpuerperal parametritis, pelvic 
inflammatorj' disease, and carcinoma, in the operable cases before operation, to 
increase the general resistance, in inoperable cases as an adjunct to radiotherapy. 

Margahet Schulze. 

Gellhom: The Treatment of Pelvic Infections by Injections of Milk. Journal 

Missouri State Medical Association, 1922, xix, 341. 

While admitting its limitations, Gcllliorn is quite well pleased .with his results 
in the treatment of pelvic infections by the injection of sterile milk. . He believes 
that in the majority of cases a cure can be effected without pain, risk, or mutila- 
tion where formerly only serious operations gave promise of relief. 

From personal observations as well as a study of the literature, Gellhorn gains 
the impression that the tubes, the uterus, and possibly the bladder are most fa- 
vorably influenced bj^ foreign protein therapjL The ovaries seem to remain re- 
fractory. Of infections, he believes that gonorrheal foci offer a more favorable 
prognosis, although other infections also respond in some instances. Since gonor- 
rheal infection of the eervi.x is not influenced, this ought to be treated independ- 
ently to avoid reinfections. 

While milk is not the only protein -which may be used, Gellhorn prefers it 
because it is readily procurable and ine.xpcnsivc. He uses ordinary whole milk 
which is sterilized either by boiling in a -water-bath for 10 minutes or, prefer- 
ably, by pasteurizing at 80° C. for an hour on si.x successive days. From 5 to 
10 c.c. is injected into the gluteal musculature and the injection repeated every 
three to five days until from 4 to 12 injections have been given. The reaction 
occurs after from 6 to 8 hours, the fever ranging from 100° to 104°. 

R. 'E. WoBUS. 

Nussbaum: Stimulation (Sch-wellenreiz) Therapy in the Treatment of Febrile 

Abortion. Zentralblatt fiir Gyniikologic, 1922, xlvi, 424. 

The importance of the treatment of abortion has markedly increased in Ger- 
many since the war, inasmuch as approximately 87 per cent of pregnancies have 
ended in abortion and 78 per cent of these are provoked abortions. The mor- 
tality from abortions has risen since the war from 3000 to 5000. 

The problem of abortion is not only a medical but a national question, and the 
treatment is of the utmost importance. There seems no common ground for the 
believers either in active or in conservative therapy. Indeed, therapy is almost 
useless w’hen the infective process has passed the uterus itself, and here so many 
suggestions are made as to treatment that it is doubtful whether any are of 
value. Von Jaschke, after a survey of the literature, came to the conclusion that 
there could be no standard of treatment, and the propriety of .any measure could 
be judged only by its success or failure in any given case. He believed that the 
bactexiologic examination was of little value, and recommended active therapy 
(empt 3 'ing the uterus) in everj- case. 
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Simon; Protein Therapy in Febrile Abortions. Zentralblatt fiir Gynakologic, 
1922, xliv, 1837. 

Simon recommends protein therapy -with albusol. He has worked out the 
optimal dose by means of the loucoc3'te count and proved that it was without 
danger from anaphylaxis when repeated. Thirtj' febrile abortions, of these 19 
with fever over 38.4° C., were treated. Only two had more than two days of 
fever after the injection; in eleven others where the fever had alreadj^ lasted 
four daj'S, three only had more than five dax'S of fever. Twenty-six cases of puer- 
peral infection wore treated with albusol; the results in this group were ex- 
tremely satisfactory. Little. 

Weinzierl; Experiences with Casein Therapy. Deutsche Medizinische Wochen- 
schrift, 1921, xlxdi, 1120. 

Intragluteal injections of sterile milk were used at the University'' of Prague 
in eases of adnexal inflammation of gonorrheal or undetermined origin. The 
results were disappointing for, although there was an exacerbation of the in- 
flammatory process with aecompanjdng fever and pain as xvell as local reaction 
up to abscess formation at the site of injection, the therapeutic results were verj' 
slight. Thereupon a commercial preparation of casein undci- the name of Caseosan 
was given an extensive trial. Again the therapeutic results xverc, on the whole, 
negligible. In 10 cases of puerperal fever of a milder type, Weinzicr is of the 
opinion that certain beneficial results were achieved. In 4 cases of real puerperal 
sepsis the result was practically nil, three of the four patients dying. 

E. E. IVOBUS. 


Sklarz, E., and Massnr, Fr. W.: Paralysis of Accommodation after Injection of 
Caseosan. Medizinische lOinik, 1921, xvii, 346. 

They observed a case in which intravenous injection of Caseosan (0.5 c.c.) 
gave a verj' severe general reaction, (temperature 40.5° C.). Pour days later the 
patient xvas given 1.0 c.c. of the same drug intravenously xvithout any general 
reaction. Within a short time there appeared a bilateral paralysis of accommo- 
dation, which persisted for eight daj’s and finallj- di.sappoared spontaneously. 

E. D. Plass. 


Stegeman, H.: Treatment of Pelveo-Peritonitic Adnextumors of Puerperal and 
Nonpuerperal Origin with Injections of Turpentine or Milk. Inaugural Dis- 
sertation, Kiel, 1920. 


This monograph considers exhaustively the entire problem. Outside of a 
thorough study of the literature on the subject the writer presents a careful 
analysis of 100 patients treated in the Frauenklinik in Kiel, 70 of them with 
injections of turpentine, 30 of milk. As a whole, reactions — both general and 
local— wore less pronounced with turpentine, the milk cases developing fever 
moie often. In comparing certain conunereial products like Terpichin or Kovo- 
ierpen. with turpentine, or, on the other hand, Achin or Caacosan with simple 
milk, he xvas unable to establish any advantage of the commercial products. With 
turpentine 18.5 per cent of the 70 cases were cured, 37,2 per cent improvctl, leav- 
ing 44.3 per cent of total failures. The results xvith milk were: 20.5 per cent 
cured, 50 per cent improved, 30 per cent failures. In comparing these results 
with those obtained by Giesecke with diathermy in afebrile adnexal inflamma- 
tions (in 220 eases: 54.6 per cent cured, 39.1 per cent improved, only 6.3 per 
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cent failures) the author is compelled to conclude that in the afebrile cases dia- 
thermy should be the method of choice. 

In spite of these results the author null not deny certain advantages of this 
newer mode of treatment. (1) It is easier to heep the acute and subacute cases 
in bed at least while the injections are given. (2) General condition tends to 
improve and pain to subside. (3) Temperature may be lowered. (4) Eeaction 
may -ive a clue in the differential diagnosis between an inflammatory mass and 
a neoplasm. (5) The injections have a good suggestive effect. Hugo Ehrenfes . 

Sonnenfeld; The Treatment of the Adnexa with Turpentine or Caseosan. Zen- 
tralblatt fiir Gyniikologie, 1921, xh', 6S6. 

The method is an extraordinary advance in the treatment of 
.ml^s r t adnexa. The advantage is that it causes 

patient, and gives the of 

Befcrnng to Gie work of Bicu ^ Ternichin he considers better than 

turpentine prior to operation for pj os. p - • Little. 

turpentine and both better than Caseosan. 

K: 0 ^^ 

Polska Gazeta Lekarska, 1922, i, h-i- 
tion, 1922, Ixxix, 1808. 

Tier, i, . 0 . a«.rc.c. in ncH.. 

specific proteids commonly used. Local an ^en In general 

constitutional condition of the patien m recommends early 

milder eases reacted very favorably, grarcr, infections, perimetritis .and 

nse of colloidal and protein injections ^ P^Tml^P-c- the adne.xa. 
parametritis, acute, subacute, anc c turncntine, the last in 1 c.c. doses 

The substances used were silver salts, mi ^^an^ ^ injections were given intra- 

of 15 per cent oil of turpentine so u lo _ frequently were only 

mnscularly. The author warns also th. ® not be neglected or 

temporary, and this indicates that surgical measuics 

delayed, 

Tr„« Oi Ad«,r:al ...I T.rp..««,. 

Gyniikologie, 1921, xlv, 1221. 

From January 1, 1920, to Ylay, Irg^ntL^ There 

the injection of 1 cm. of 20 per cent turpentine o ,.n,nnt.arily returned 

was pain which lasted three or four days ^ p.ought ou a focal 

for the treatment. Seeliiiann ''“f /np to 30,000. His results were 

reaction with subsequent fever and b "P and the 

favorable, the time of tre.atment ^ I,., the most marked rcac- 

tnmors decreased in size. The ^"^^J'^^euTons conditions. It is por- 
tions. The treatment is contraindica^ disease and pulmonnrj 

ticularly advantageous in gonorrheal treatment. The treat- 

tuberculosis would appear to be eon r»»u . j , gg it is liable to pro- 

ment of adnexal disease in the " "flxaiiiination of the milk fads 

duce vomiting in the child, although the repoate 
to reveal the presence of turpentine. 
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Baum, rriedericli: Injections of Turpentine in Inflammation of Adnexa. Medi- 
zinische Klinik, 1921, xvii, 376. 

Baum used the following mixture: 01. tlierehint. 1.0, Eucupin 0.2, 01. olivarum 
16.0. 

He injected 0.5 cm. every four days into the buttocks, never more than 12 
injections in a series. No abscess formation was noted. 

The distribution of the cases and the results of treatment are as follows: 

I. Uncomplicated pyosalpinx — 27; (1) Eeeent process — 21: cured — 15, im- 
proved — 2, incompletely treated — 4. (2) Chronic process — 6: cured — 3, improved 
—3. 

II. Pyosalpinx with exudate— 51-, (1) Eeeent iirocess' — 36: cured — 16, improved 
— 15, unimproved — 4, incompletely treated — 2. (2) Chronic cases — 14: cured — 3, 
improved — 5, unimproved — 3, incompletely treated — 3. 

III. Parametritic ex^tdate — 13; (1) Eeeent — ^11: cured — 9, not cured — 2. (2) 
Chronic cases — 2: well absorbed — 2. 

IV. Slight adnexal infl-ammation — S; (1) Recent cases — 5: cured — 5. (2) 

Chronic cases — 3 : cured — 1, improved — 2. E. D, Plass. 

Nystroem, Bruno: Treatment of Inflammatory Conditions of the Uterine Adnexa 
with Turpentine Injections. Finska Laekaresacllskapets Handlingar, 1922, Ixiv, 
575. 

The writer records the results obtained with this form of treatment in 39 
acute and 24 chronic cases of adnexal inflammation. He is convinced that in a 
large number of the cases the treatment hastened recovery. This holds true in 
particular for the acute and subacute eases, and e.specially for perimetritis and 
parametritis. A favorable effect, however, could also be noticed in the chronic 
conditions. 

Nevertheless he is not willing to subscribe to the very enthusiastic reports that 
have come from a few clinics as regards the effect of this treatment in the acute 
cases. In the monotony of the old customary form of therapy, wearing on pa- 
tient and physician, it is satisfactory to know that this newer method will never 
do harm if properly applied, but at least in some instances will hasten the resorp- 
tion of exudates and thus help to improve more speedily the general condition 
of the patient. Author’s Abstract. 

Hellendall: The Treatment of Inflammatory Disease of the Adnexa by Mean's 
of Turpentine Injections. Zentralblatt fiir Gynakologie, 1921, xlv, 1864. 

This writer has no satisfaction with turpentine or terpichin and believes that 
the injections were without any effect. H. M. Little. 

Kronenherg; Turpentine Injection in Inflammatory Disease of the Adnexa. 
Zentralblatt fiir Gyniikologie, 1921, xlv, 257. 

He claims that turpentine has no effect on the kidneys. There was a mild rise 
of temperature after one-quarter to one-third of the injections. Improvement in 
the general condition was observed only in a few cases. No abscesses developed 
at the point of injection; pain is infrequent. His results from this local inocula- 
tion of turpentine were as follows: In by far the majority of eases there was 
no effect on the general condition. There was no shortening of the time of treat- 
ment in adnexal condition. No ill effects from the procedure were seen. Usually 
a loucocj'tosis developed where the blood count had previously been normal. 
Vliere there urns a leucocytosis the injections caused it to decrease, followed later 
again by increased leucocytosis. jj;_ Little. 
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Gauss; Results of Intravenous Therapy in Uncomplicated Gonorrhea in the Te- 
male. Zentrall'latt fiir Gynjikologic, 1922, xlvi, 977. 

Repeated admission of infected wojneii, who had been di.scharged. as cured, niade 
it probable, that in such women there persisted a latent gonorrhea difficult to 
diagnose. The technic Avas improved and! many more gonococci wore found 
than previously. Instead of the typical microscopic picture of intracellular groups 
of gonococci, 171 them frequently single gram negative diidococci, these often 
extracellular, were found. 


It was evident that local treatment was in no way satisfactory, a7id extremely 
deceptive as rega7'(ls apparent cuie. • The results with vaccines and coi tain chemicals 
given hypodermiciilly had been particularly good in inclosed gonorrhea (epididy- 
mitis, artluitis, pyosalpinx, pyovai'inm), but there Avas A'ery little knoAvn about 
their effect in infections of o]7en mucous surfaces. Gauss determined to determine 
this point and to see Avhethe'r results could not be iniproA'cd, by using intravenous 
in place of the intramuscular applications, the latter alloAving more exact dosage. 
About eight to ton injections Avere usually given, and then the effect controlled. 
About 135 Avomen suffering fronr uncomplicated gonorrhea Avere treated and studied. 

1. I'accinc thcrap]/. Arthigon aa’us tried first, but OAving to the large quantity 
required, if Avas not suitable for intravenous injections. Next gonargin Avas used. 
Of 52 eases, 73 per cent aa'Cic cured, of the acute cases 5C.3, of subacute 78.2, and 
of chronic cases 84.6 per cent. It aa'us obvious that the previous belief that un- 
complicated open mucous membranous gonorrhea did not react Avas incorrect, 
and secondly that cure could be accomplished in si great proportion of ca.ses. 

Gonotropin Avas tried in 7 cases, successfully in 57.1 per cent. Some six eases 
were treated Avith autogenous A’accine, satisfactorily in about half. This again 
was contrary to common opinion. 

2. Chemical therapeutics. Foi’ty-tluee cases Avcrc treated Avith intravenous in- 
jection of collargol, 65.5 per cent satisfactorily. There was no aecessoiy local 
treatment. Tlio combination of silver and copper supplied by Merck Avas tried 
in several cases and found to markedly influence the progress of the disease. A 
gold preparation, chrysolgan, together Avith intramuscular application of salicjlate 
of mereuiy, was tried in some 20 cases, 50 per cent of Avhich Avere apparentl.A cuied. 

So far’ as results were concerned all of these treatments seemed more or less 
on a par, and all the results Avero good, iuA'crsely accoidiugly as the diseases aaoic 
acute, subacute, or chronic. The dui’ation of treatment Aaricd f 7 om fi'e AAceks 
Avitli gold mercury to tAA'o AA'oeks AA'ith collai'gol, an average of six oi seA07i Aieck.. 
Only autovaccine Avas apparently free from disti-essing comj)lications. H ith tie 
other methods there ivas moi'e or less severe headache and fcACi, Aihich nas 
markably so Avith the use of collargol. Also Avith collargol thcie aahs caiccuco 
of kidney inflammation after the injections. Pci’ivaseulai inflammaton icac 
Avas fairly frequent. The gold pieparation Aims folloAved in three cases a 


pleasant toxic symptoms. vr e 

Gonotropin Avould seem to be the most satisfactoiy foim of tie.itmcn . 
important seems the fact that autogenous A-accine has a place in the tiea e ^ 
uncomplicated open mucous membranous gonorrhea. Its effect is 
specific immunization but to a more or less general protein immumzat.on. ^ e 
action of the metallic salts is so indefinite that Gauss aaos orcc i 
that the result in some cases Avas due to spontaneous healing. 
ordinary salt solution shoAA-od that the disease improA cd inarkc j. ** \ ..Wpe 

and even distilled Avater gave similar results as the injection o I* Podv 

Gauss belicA'ed that this AA'as due to the precipitation of pio eiii r , . 

fluids and the alteration in their concentration with resultant gmiera • 
of the body reaction. AVhether this is called protein thciapy, actiAa loi ^ _ 

plasma, unspecific stimulation, or curative inflammatoiA icac .ion,^u 
tively little importance. 



Book Reviews 


X-Ray Dosage in Treatment and RadiogTaphy. By William Daniel 
W iTHERBEE, MD., aiid John Remer, M.D. The McMillan Co., New 
York, 1922. Price $1.75. 

This is a little pocket manual of IIS pages designed for every class of prac- 
titioner including the specialist. 

X-ray dosage, unfiltered and filtered and x-ray bums are discussed in the first 
40 pages. The remainder of the book isi devoted to the treatment of focal infec- 
tions of the tonsils, tonsils and adenoids associated with exophthalmic goitre and 
tuberculous glands, and the treatment of skin diseases. 

We trust that no practitioner will venture to practice radiotherapy, based 
solely upon the slender guidance of this well written compend. 

R. T. Frank. 

Diseases of Women. By Harry Sturgeon Crossen, M.D., P.A.C.S. 
Fifth Edition Revised and Enlarged. With 934 engravings, inelud- 
iny one color plate. Large Octavo, pages 1005, St. Lonis, C. V. 
Mosby Co. Price $10.00. / 

Crossen ’s is, on the whole, a most satisfactory book because it not only covers 
the subject of diseases of women adequately, but also completely and thoroughly. 
Nothing is taken for granted. If one desires to look up new procedures, as for 
example the Rubin test for determining the patency of the fallopian tubes, a com- 
plete description, making further search of the literature unnecessary, is found 
within its pages. Tlie introductory chapters alone cover 238 pages. In a fifth 
edition of a book as well known as Crossen ’s it is uinieeessary to give a detailed 
description of the contents. Not only are all the diseases of the female pelvic 
organs taken up, but as has become more and more the fashion, the glands of 
internal secretion are given a chapter (Ehrenfest), other organs are considered in 
their relation to gynecology, and medicolegal points are touched upon. The text 
tliroughout retains its clearness. The careful paragraphing of the previous editions 
remains in evidence. Sometimes the overpainstaking an-angoment becomes a bit 
wearisome, but this fault is compensated for by the case of reference. 

A large number of unusually good photomicrographs of pathological conditions 
are worthy of special commendation (O. H. Schwarz and R. E. Wobus). The 
illustrations of gross conditions, as in previous editions, are partly culled from a 
great variety of sources, partly taken from photographs of the author’s material 
and partly dravm by Jones and Summers, consequently great unevenness exists, 
some being excellent, others distinctly mediocre. Figures 55, 370, 505 might well 
be omitted or replaced by better illustrations. The reviewer suggests that Fig. 
589 be credited to Bumm, instead of Williams. Fig. 528 represents any hyper- 
keratosis and is in no waj' characteristic of syphilis. 

The stand taken by Crossen on most moot questions is most laudable. He is a 
firm advocate, as are most of the fully trained gj-necologists, of specimen excision 
and diagnostic curettage. He classifies the suddenly rediscovered risk of cutting 
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through a suspect area as a phobia and hysteria “due largely to certain leaders in 
the profession who have permitted themselves to make loose statements too sweep- 
ing in character or so ambiguous in construction as to promote eiToneous inter- 
pretation,” With this view the review'er is in heartiest accord. 

Much to our surprise x-ray is adv’ocated for the sexual hyperesthesia of nym- 
phomania. In our experience this aberration has largely proved psychical and 
uninfluenced by ablation or atropliy of the ovaries. Intrauterine irrigation for 
acute endometritis is not in accord with modern teaching. The operation for- 
cystocele, as described and illustrated is not satisfactoiy. Wo are sorry to see 
the curve of v. Ott, long since discredited, crop up again. 

The reviewer knows of .no text book which is so equally suitable for the student 
and for the practitioner, as Crossen’s. Simplicit3' combined with thoroughness and 
consistent method are responsible for this flexibility. In spite of its encyclopedic 
contents the book contains only 1005 pages. 

Robert T. Frank. 

The Healthy Child from Two to Seven, a Handbook for Parents, 
Nurses and Workers for Child A¥elfare Containing the Funda- 
mental Principles of Nutrition and Physical Care, including Sec- 
tions on Child Nature, Training and Education and Safeguarding 
the Nervous Sj'stem during Preschool Years. By Francis Hamil-. 
TON MacCarthy, M.D. 234 pages. The MacMillan Co., New York, 
1922. Price $1.50. 

The lengthy title sufiicientlj' covers the contents of this little guide which is 
pleasantlj" written. Some parents maj' consider the text a bit too vague to be 
readilj' applied to practical problems. In the homelj’ parlance of the day more 
“pep” would add to the value of this book, and perhaps enable it to compete with 
some of the popular children’s guides which are presented to expectant mothers 
when thej' purchase three dozen or more diapers from some of our department 
stores. 

E. T. Frank. 


Le Probieme du Cancer. By William Seaman Bainbridge, A.IM., 
Sc.D., C.M., L.L.D. Traduit de 1 ’anglais par le Dr. Heidoghe 
d’AiiVers. Louvain et Paris, A. Uystpruyst and 0. Doin, 1922. 

The interest, to the American reader, in this book is mainlj’’ sentimental, as it 
is a translation of the English edition published by the MacMillan Co., but is the 
flrst book to appear from the reconstructed press of the University of Louvain. The 
translation is fluent, the tjqpographj' good, but the paper is poor. 

Egbert T. Frank. 

A Manual of Obstetrical Nursing, prepared for use in connection with 
Test Books of Obstetrics. By Nancy E. Cadmus, R.N. 100 pages. 
Gr. P. Putnam Sons, New York and London, 1922. Priee $1.50. 

This is a skeleton outline to be used for instruction of nurses. It contains fue 

parts— class work, lectures, quizzes, practical demonstrations in obstetrical nursing 

and maternitv nurse visiting. _ ^ 

" E. T. Frank. 
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Original Communications 

EITECTS OP IRRADIATION ON PETAL DE^TSLOPMENT* 

By Harold Bailey, M.D., and Halsey J. Bagg, Ph.D., New York 

I N THE last five years radium lias become available in certain 
amounts to many individual operators. At present there is hardly 
a community of any size that has not at least the equivalent of 100 
mgs. of the metal. The dissemination of this active physical agent 
has resulted in its employment in clinical gjmecological conditions 
as an adjunct to or in place of surgery, by many physicians who 
have little knowledge of the physiologic and biologic principles in- 
volved. 

There have been so may loose statements concerning the cure, by 
irradiation, of gynecologic conditions, during all periods of sexual 
life, with the intimation that no serious results follow in the treat- 
ment of these conditions, that we deem it a proper time to present 
some clinical and. experimental facts relating to this subject, espe- 
ciallj’' in regard to the reaction of the ovary and the developing fetus. 

In the treatment by irradiation of fibroids and myopathic hemor- 
rhage there is still a difference of opinion as to whether the action 
centers mainty in the ovaries or the uterus. Many operators believe 
that in the treatment of fibroids the radium rays affect mainly the 
growth itself rather than the ovary; while in the treatment of hem- 
orrhage, menstruation is checked by inhibiting ovulation. Notwith- 
standing these different views the source of irradiation is usually 
placed in the same place during treatment, that is, the body of the 
uterus. This question is so well debated that there are now two 
schools of thought, as Beclere^ has recently pointed out. The Ger- 
mans believe the radiation effect is mainly on the ovaries, while the 
Prench believe it is upon the uterus. 

’"eeting of tlie Section on Obstetrics and Gvnecolosv at the Academy of 
Aiedicinc, FchruatA' 27* 1923. ’ ' 

Note; The Editor accepts no Tc.sponsihility for the views and statements of 
anthoTs as published in their ‘ ‘ Originnal Communications. ’ ’ 
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Tliis is I'eally a serious matter because of the differences in treat- 
ment that might ensue. The uterus is many times invaded and an 
operation of more or less magnitude is performed, where the result 
might be accomplished by external irradiation. 

Granted that some form of irradiation is indicated in these patho- 
logic conditions certain questions are immediatelj’- raised: Is the 
effect upon menstruation permanent in women irradiated during sex- 
ual life? If not, do the follicles ever regain perfect development 
with full capacity of forming a normal fetus? 

There is another problem in this field which, in the light of recent 
experimental work upon animals, needs consideration. This concerns 
the effect upon the developing child of irradiating the fetus in ntero. 
Even when the fetus is boim at term and apparently of normal weight 
and size, do Ave knoAv Avhether its postnatal development Avill be nor- 
mal? The great practical importance of these questions is eAudent, 
for a rcAueAV of the experimental AAmrk on the loAver animals has shoAvn 
that if the irradiation occurs A^ery early in pregnancj’^ the fetus may 
be so injured that it dies and is aborted, or its deA’^elopment maj’’ be 
only slightly arrested, and yet aa^MIc it may be born alive, it may 
shoAA’' great abnormalities. On the other hand, if the radiat.on be 
given late in pregnanej^ the results may be of such an insidious nature, 
eA'^en possibly endocrine in oi'igin, that a normally appearing offspi'ing 
at birth may be stunted and show disturbances of metabolism later in 
life. 

The results of the experimental studies in this field are conclusive 
in agreement that detrimental disturbances occur in animals that aie 
exposed to a sufficient amount of ii*radiation dui’ing the Aaiious 
stages of deA'^elopraent. This is probably due to . an ai'rest in the 
orderly sequence of embryonic processes, and the type of resulting 
monster is apparentlj' determined by the dcA’^elopmental peiiod^ at 
Avhieh the exposure is giA^en. Abnormal structural changes folIoAidnc 
arrested deA-elopment are not at all limited to the effect of ii radiation. 
Stockard’s experimental Avork on the production of twins, double 
monsters, etc., has shoAvn that many physical and chemical agents mav 
bring about such changes. 

DISTURBANCES IN ANIAIAE DEATSLOPaiENT PRODUCED BY RADIUM 

IRRADIATION 

The brief report of the following studies deals Avith abnormalities 
produced in animal dcA-elopment by exposure to radium lays durin,. 
the A'arious stages of groAvth. Bolm“ in 1903 Avas among the rst to 
report maldeA-elopment in the sea-urchin folloAving exposuie o tie 
eggs to radium rays, and similar reactions were noted by er es 
for the treated ova of asearis. Studies on amphibians have been 
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conducted by several investigators, but the work of P. Hertivig,^ 
0. Hertivig® and G. Hertwig® are classics in this field. Their in- 
vestigations confirmed the idea that retardation of embryonic de- 
velopment was a sequel to irradiation. Normal fertilized ova when 
irradiated produced deformed larvse, and the degree of destructive 
changes varied with the amount of radium used and the duration of 
the exposure. Interesting results were noted when normal eggs 
were fertilized by irradiated spermatozoa. Heavily irradiated sper- 
matozoa produced apparently normal young, for in this case the pa- 
ternal elements merely initiated what might be called a partheno- 
genetic development, and were too extremely injured to combine their 
chromatic material with that of the maternal nucleus, while slightly 
irradiated spermatozoa produced variously deformed young. Schaper^ 
found similar changes occurring in other amphibians treated with 
radium rays and Tur® reported the presence of deformities in the 
embryos of birds irradiated through the shell of the eggs. Bagg® has 
recently reported disturbances in development produced by radium 
emanation, and in these experiments amounts of radium emanation 
were used equivalent to one and one-half grams of radium metal. Clin- 
ical applicators were employed and two millimeters of lead and one- 
half millimeter of silver filtration ensured mainly a gamma-ray type of 
radiation. Pregnant rats ivhen irradiated near the end of pregnancy 
produced offspring that either died about ten days after treatment, 
or if living after this period, the young showed markedly deformed 
brains mth practically no cerebral cortex, and in addition, the ani- 
mals were blind and sterile in both sexes. Solutions of the active 
deposit of radium emanation were also used intravenously or sub- 
cutaneously in pregnant animals (the usual dose was 5 millicuries), 
and either produced death and absorption, or abortion of the young, or 
characteristic subcutaneous areas of extravasation in the developing 
embryo. Similar cutaneous lesions were also noted in three different 
litters where the mothers were treated several days before mating 
with untreated normal males. 

DISTURBANCES IN ANUMAL DEVELOPMENT PRODUCED BY X-RAY 

IRRADIATION 

The results of the biologic effects of x-raj’" exposure on animal 
development closely parallels those of the radium experiments. Perthes'^'’, 
noted monstrosities in the embryos of ascaris exposed to x-rays. 
Bordier^i produced abnormalities in silk ivorms when treated in the 
same manner, and Hastings; Beckton and Wedd,^® working with the 
same species, noted a progressive loss of fertility in the insects, which 
was especially marked in the immediate descendants of the treated 
individuals. Mavor,“ who has recently reported experiments on the 
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X-ray effects on the fruit fly, Drosophila, has apparently shown that 
x-rays may produce a specific modification of the hereditary meclian- 
anism which is inherited as such. He found that a considerable num- 
ber of exceptional daughters were obtained by submitting the mothers 
to x-raj's before mating, A large proportion of these exceptional 
daughters has been found to be fertile and have bred further excep- 
tions without having been submitted to x-ray. The work of Gilman 
and Baetjer^'* with amphibians show'ed that when the ova of Ambly- 
stoma were exposed to x-rays there was an apparent acceleration in 
development for a short time, yet the resulting offspring were abnor- 
mal. Baldwin, also working with frog larvie, has recently reported 
the production of monsters conforming to a definite type by means 
of x-raj- irradiation. Hippel and Pagenstecher^® treated pregnant 
dogs with x-rays (tiventy-one Holzkneeht units were used) and pro- 
duced either cataracts m the eyes of the j'oung or death and abortion 
of the embryos. Kegaud, Nogier and Lacassagne^' noted that x-ray 
exposure led to abortion in dogs. Cohn,^^ Lengfelluer,^® Krukenberg,-® 
and also Walter-^ report deleterious effects in animals exposed to 
x-rays before birth (irradiation of mother), or soon after birth. 
Hansen*" has recently x-rayed pregnant rats and reported results 
very similar to those obtained by Bagg with radium. Sterility, eye 
defects, and deformed skulls were noted in the offspring of irradiated 
animals. Little and Bagg-® have again reported disturbances in the 
offspring of mice irradiated with x-raj’-s. Deformities of the legs, 
feet, head and eyes were especiallj' noted. Their most interesting 
result consisted of a pronounced eye deformity, which apparently 
behaves in its inheritance as a Mendelizing character, and is reces- 
sive to normal. This abnormal character has been studied through 
seven generations of animals, and over three hundred abnormal ani- 
mals were noted. Its inheritance has been tested not only b3* matings 
within the x-ra,yed lines, but bj^ an outcross, and Iw its transmission 
through the males only. 

During the writing of this paper we have received a repi'int 
of experiments recenth^ published in France b.y Lacassagne and 
Coutard,®^ concerning the irradiation of rabbits with x-raj*s* and the 
attending disturbances in the physiologic aetiyitj* of the ovary, as 
well as marked disturbances in the later-developing fetus. When 
' pregnant rabbits were irradiated at nearlj' full term with x-raj's, the 
3'oung treated in utero died at, or a short time after birth, shoving 
pathologic reactions tj^pical of those alreadj* described bj* other in- 
vestigators. The experiments were mainly concerned, however, with 


‘The entire abdominal rcfnon was treated. Target-sjnn distance ^ t - ■ ; 

of .aluminum filler; 2.2 to 3.5 milliampcrcs; spark-gap 2a cm. The time of exposure varied 
from 30 to 90 minutes. 
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the later sexual activity of the females that had lost their first litters. 
"When they were mated with normal males the following results were 
noted: 

1. Temporary sterility extending over three to four months. 

2. Re-estahlished fertility, but associated ivith a reduction in the 
number of viable young of the successive litters, fre(tuently alternat- 
ing with an apparentl}’- normal oestrus, acceptance of the male, but 
without fertilization being established. 

3. Progressive premature sterility. 

4. In certain cases the uterus was ruptured during pregnancy, and 
other pathologic conditions were observed that had never been seen 
in the control stock. 

5. There were relatively few young born from irradiated females, 
but some of these were apparently normal, and when mated with nor- 
mal males produced apparently normal offspring. However, in this 
group other offspring of irradiated females, although apparently nor- 
mal at birth from external appearance (and later from microscopical 
examination, also normal), showed marked metabolic disturbances at 
the time of weaning, when changing from one type of food to an- 
other, and died in all cases after a few days of persistent diarrhea, 
which was a characteristic symptom. 

CLINICAL STUDIES SHOWING t:HE EFFECTS OP X-RAY AND RADIUM 
IRRADIATION ON HUMAN DEVELOPMENT 

There are several reports by clinicians indicating that irradiation 
is not harmful to fetal development, but for the most part these arti- 
cles deal with few cases and generally the authors are careful to 
qualify their statements. 

Corscaden treated three women for fibroids or menorrhagia, and 
in a private communication to us gives the details of two eases where 
pregnancy followed. One woman, twenty-five years of age, was 
treated for bleeding, and ivas given an x-ray treatment equal to two- 
thirds of a standard sterilizing dose for a woman near the menopause 
period. Menstruation became more or less normal. Three years later 
she became pregnant and gave birth to a normal child, which to date 
(three years) is apparently physically normal. The second woman 
was thirty-eight years of age and was treated foi* a fibromyoma, 
eight cm. in diameter. Fifty mg. of radium bromide were placed in 
the uterus for twenty-four hours. Three or four menstrual periods 
were missed before pregnancy was noted. 'When the gestation had 
adi aneed to the sixth month, miscarriage occurred, the patient giving 
the history of a fall. The fetus was macerated but apparently well 
foimed. In a I’ecent article Corscaden’"® concludes that normal preg- 
nancy is possible after temporary menopause. 
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Steiger-® in 1921 had a patient, thirty-nine years of age, with a 
fibroid uterus and exophthalmic goiter. Following the irradiation of 
both thyroid and uterine growths with x-raj- the patient had amenor- 
rhea. Two years later she became pregnant and Avas delh^ered at 
teiTii of a u'ell-formed, strong child. The autJior concludes that, de- 
spite radiation of the ovaries, a Avoman may become pregnant and 
have a normal child. 

Field-’ describes a case of pi’egnanej’ complicated by cancer of the 
uterus, Avhich he treated bj^ irradiation. The treatment began AA'hen 
the fetus Avas in the sixth month and large doses of radium Avere em- 
ployed during this period, making a total of 7,320 mg. hours. Seven 
Aveeks after the first dose premature labor occurred, Avith the delivery 
of a four lAound infant Avhich Avas normal and remained so, but Avas 
folloAved only to the age of three years. 

Polak-® in 1922, in “Notes on the Clinical Value of Radium in the 
Management of Uterine HemoiThages, ” found that the aA’-erage dose 
AA-as 400 mg. hours in the 31 cases that he treated. Six of these AAmmen 
are noAV married and tAvo haA'e become pregnant, and he states that 
it is a “fact Avhich ansAvers some of the criticisms Avhich are made of 
using radium in young girls." 

Schmitz in discussing Maury's paper-® on the “Results of the Ex- 
posure of Animal Ovaries to the Bays of Radium,” states that he 
had tAvo patients Avhom he treated for uterine bleeding, and Avho later 
became pregnant and delivered infants Avhich Avere perfectly normal. 

Horner®® in an article on “Boentgenogi’aphy in Obstetrics,” states 
that in the use of x-ray for the purpose of determining the pehuc 
measurements during pregnancy there is no single instance of mal- 
dcA-elopment either physical or mental oecui’ving in his series. He 
states that thousands of AAmmen liaAm been subjected to x-rays during 
the early months of pregnancy AA'ithout effect on the oA'um. HoAvever, 
he amplifies the statement by saying, “I do not mean to imply that 
the x-raj' cannot kill an ovum, but refer to the Aise of the apparatus 
for diagnosis. The modern abortionist uses it to kill.” In regard to 
the amount of x-ray exposure that may be used on a pregnant Avoman, 
he describes a case of his oAvn Avhere a total of tAA^elv'e exposures 
amounted to 3,000 milliampere seconds. 

J. G. Clark and F. B. Block®" state, in April, 1922, in a pcoper on 
^‘Radiothei’apy of Non-malignant Menorrhagia,” that excessiA'e men- 
struation may be regulated AA-ith a fair degi’ee of certainty, and the.A 
do not hesitate to use irradiation in urgent cases cA'en in pubescent 
gilds. They further state “moderate exposure may kill only the 
older and riper follicles that are near the surface (of the oA-ary), aaIuIc 
the younger and less deA'eloped bodies escape its influence. 

The following clinical reports record harm to the fetus folloAving 
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irradiation or, at least, indicate the need of caution in treating before 
or during gestation. 

In August, 1922, J. G. Clark and F. E. Keene"^ analyzed 527 cases 
of myoma uteri and myopathic lesions, and state that in adolescent 
girls one should be most wary in using radium because in sufficient dosage 
it will just as surely stop menstruation for all time as wall double 
oophorectomy. They show a preference for operation rather than 
radium in the treatment of young women with fibroids. In regard to 
pregnancy following irradiation, their exiierience consisted in the 
treatment of five women. The authors state that the application of 
radium gives but little forecast in favor of restoring the child-bearing 
possibilities. There Avere seven pregnancies in this group of Avomen, 
three infants Avere born at term and four miscarriages or premature 
deliveries Avere noted, three occurring in one patient. 

Archangelsky'"’^ reports the results from treating ten AVomen suf- 
fering from tuberculosis Avhere termination of pregnancy Avas neces- 
sarj^. They Avere given x-ray irradiation over six abdominal and 
tAvo dorsal fields. The dose varied from eighteen to sixty-seven Holz- 
knecht units. Both German and American tubes Avere used, and one 
mm. of aluminum filter and tAvo mil. amp. of current. Three to seAmn 
treatments AA^ere given. Seven of the ten cases Avere treated Avhen 
not more than tAvo months pregnant, Aiffiile three Avere slightlj’- more 
advanced. All of the seven eases shoAved considerable bleeding, ap- 
parently as a result of the irradiation, there Avas complete abortion 
and three embryos Avere found after expulsion. Abortion did not 
occur in the three Avomen Avith slightly older pregnancies (only one 
shoAved some slight bleeding after irradiation), surgical intervention 
Avas necessary and revealed in each instance a dead embryo. Histo- 
logic examination of each of these embryos shoAved destructive 
changes in the central nervous system. It is interesting to note that 
the dosage employed Avas not sufficiently strong to prevent the prompt 
return of menstruation in all the Avomen, Avith one again becoming 
pregnant. The author concludes that x-ray irradiation should not be 
considered as ineffective in the treatment of pregnant Avomen, and that 
he had especially demonstrated that deleterious effects on the fetus 
and abortion Avould result from irradiation during the first days and 
weeks of pregnancy. 

Stacy®'* in the treatment Avith radium of 1013 cases of menorrhagia 
reported the occurrence of ten pregnancies folloAving the treatment. 
Pour normal infants were born and three Avere dead at birth. One 
A\ Oman had tAA^o misearilages and another aa'os pregnant at the time 
of the report. Stacy concludes that small doses of radium are indi- 
cated in a fcAA’’ selected case of menoi'rhagia of voung Avomen of the 
child-bearing age. 
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Berkley, in reporting a case •where cesarean radical hysterectomy 
follo'wed the application of radium to the cervix in a pregnant ■woman, 
states that a child "was born, -which -was apparently normal up to 
seven years and five months after birth. T-wo hundred and thirty-two 
mg. -were placed in the cervix for eight hours during the sixth and 
seventh month of pregnancj’’, and cesarean section followed at nearly 
full term. The interesting observation in this case is that according 
to the author the baby at birth had two bald patches on its head cor- 
responding to the position that the radium had occupied. These bald 
spots disappeared later on. 

Stettnei’^® reports a case of mjmma accompanying pregnancy that 
was treated by roentgenotherapy. The child born at term showed 
deformed ears, eyes and genitals and also a general disturbance of 
co-ordination. At the age of two years this infant’s mental functions 
were not normal. The symptoms at this time were those both of 
inflammatory origin and of developmental defects. The growth in 
height was sixteen months below normal and. the ossification fourteen 
months behind. 

Aschenheim®^ reports the case ox a woman who was irradiated with 
x-rays for uterine myoma and the conception occurred between treat- 
ments. The delivery was premature at the eighth month of gestation 
and the child later became an imbecile. The boy had sunken and flat, 
nearly blind eyes. He had a microcephalic head and occasionally 
had convulsions. Has hearing was normal. 

One of the most interesting articles on this subject is by "Werner.®® 
In 1921 he reported the results of pregnancy in seventeen women out 
of 1500 whom he had treated with irradiation for menorrhagia and 
myoma. There were tiventy-four pregnancies; of these, nine were 
abortions; fourteen children were born alive and of these fourteen, 
four died within the first j’^ear. Three children, when six to eight 
years old, were 16 per cent below the noi’mal in weight and 8 per 
cent below normal in height. There were two cases that were 
treated during pregnancj’’. In one the child was normally developed 
at the time of delivery. In the second ease the child was born at term 
and ■weighed only two kilograms. It was lacking in fat and its skin 
was a pale j^ellow. At the time of the report the child was three years 
old, but its height and weight correspond to that of a two year old 
child, but it is otherwise healthy. Werner concludes that radiation of 
the ovum or the embryo may cause injury which can be followed by 
extensive improvement in the course of later development. 

DESCRIPTION OF OUR CASES 

Pregnanej’’ following irradiation, or irradiation of women already 
pregnant. 
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IRRADIATION DURING PREGNANCY 

Case 1— K. A., No. 28108. Age twenty-three years. Admitted September 10, 
1920, with diagnosis of glioma of the spinal cord. This patient had previously been 
irradiated for the purpose of x-ray examinations of the spine on the 20th and 23rd of 
August. On admission she was about three and one-half months pregnant. She 
was treated in the intrascapular regions with 75j706 millicurie hours of gamma-ray 
irradiation. She was admitted to the Manhattan Maternity Hospital and on 
February 11, 1921, the abdomen was opened without general anesthesia and the 
infant was removed. It was living and had a spina bifida and double club feet. 
The mother died ten days later and the infant was taken to another hospital where 
it died after fifteen days. 

Case 2. — M. A., No. 27329. Age thirty-five years. Admitted to the hospital 
when pregnancy was six and one-half montlis advanced, with an epidermoid cancer 
of the cervix. She was treated by the insertion of “bare tubes” of radium emana- 
tion and a platinum tube of radium on Feb. 16 for a total of 2356 miUicurie hours. 
The following day she received 960 millicurie hours in the region of. the cervix, in 
three directions, by means of the “bomb” applicator. She received also 297 milli- 
emie hours in “bare tubes” placed in the cervix. Eclampsia developed and she was 
delivered by a cesarean section performed April 3, 1920. It was found that the 
breech was in the lower uterine segnient. The baby iiad no apparent malforma- 
tions. The woman died on April 16. The baby weighed 4% pounds at birth and at 
the end of fifteen days was transferred to the Babies Hospital. It left there 
on May 15 — forty-two days old and apparently normal, but it died of pneumonia 
at the age of two and one-half months. 

Case 3. — M. B., No. 27758.- Age thirty-seven years. Epithelioma of the vulva. 
Patient was first seen June 12, 1920. She was then five months pregnant. She 
was treated with 1005 millicurie hours in “bare tubes” implanted in the tumor. 
On August 15, 396 miUicurie hours of bare tubes were placed in either groin 
after gland dissection. On September- 27 she received a treatment of 2,003 millicurie 
hours by the so-called “block” application against the vulval tumor. Tlie patient 
was transfei-red to the Woman’s Hospital for delivery, as she liad been sent to us 
originally by that institution. A normal infant was born by cesarean section 
on October 25 and is now living and apparently normal. The mother died on 
Pebi-uary 6, 1921. 

pregnancies following irradiation 

Case 1.’- — B. L., No. 24298. Age twenty-five years. The patient was sufEoring 
W'ith Hodgkin’s disease and was treated by x-ray irradiation to the neck, groins, 
back and axilla during May and December, 1917. The woman became pregnant, 
and in September, 1918, she delivered a male infant which died eleven hours after 
birth. It had malformation of the head and the sagittal suture was open exposing 
the brain. TIio patient died two years later. Autopsy showed, among other 
pathologic conditions, atrophy and fibrosis of the breast and fibrous atrophy of the 
ovaries. 

Case 2. — 6. W., No. 25167. Ago thirtyrone years. This patient was irradiated 
for a fibroid of the uterus. A silver wire applicator was placed in the uterus for 
a treatment of 420 millicurie hours, and an external application of gamma-ray 
irradiation was made over the uterus, at 4 cm. distance, for a total of 3005 
mill^e hours. One and one-half years later she was delivered of a large, 

*lYe acknowledge out indebtedness to Dr. W. S. Stone for the privilege of record- 
ing this case. 
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stillborn infant, weighing nine pounds and two ounces but there is no accurate 
information as to the cause of death. 

Case 3. — J. IL, No. 28743. Age twenty-eight years. This patient had a fibroid 
uterus about the size of an orange. She liad a normal child three j'cars of age. 
On February 2, 1921, she was treated with radium emanation in a platinum 
tube, with a half millimeter of filtration, for a total of 1,000 millicurie hours. 
It rvas expected that this treatment would cause permanent sterility, but although 
the menstrual flow was diminished it was never entirely stopped, and in N'ovember, 
1921, the patient became pregnant. On the eighth of the following August a 
baby was born, apparently normal, and weighing seven pounds and one ounce. 

DISCUSSION AND SUMMARY OP RESULTS 

We have attempted in this paper to bring together the experimental 
and clinical studies relating to the effects of radium and x-ray irra- 
diation upon the functional activity of the ovary and the reaction 
upon the developing fetus, when irradiation is given before or during 
the various stages of pregnancy. 

As previously stated in detail, the experimental data upon the 
lower animals have shown that when the sex glands are sufficiently 
irradiated before fertilization the following are typical fetal reactions: 

1. Disturbed, abnormal, aiTested development, resulting in the for- 
mation of monsters conforming more or less to a general type, and 
pronounced disturbances in the deA'elopment of the central nervous 
system (Bohn, Perthes, 0. and G. Hertwig, Schaper, Tur, Bordier and 
Baldwin). 

2. A marked tendency to a progressive loss of fertility. 

3. A specific modification of the hereditary mechanism (Mavor) and 
the production of inherited defects in the young, especially in the 
eyes (Little and Bagg). 

Irradiation during pregnancy produces the following typical dis- 
turbances in fetal development, depending upon the developmental 
period at -which the irradiation is instituted: 

1. Disturbed, arrested, abnormal development with death of the 
embryos, absorption or abortion, stunting in growth, cataract, ste- 
rility, lesions of the central nervous system and blood vascular dis- 
turbances in the embryos. (Hippel and Pagenstecher, Eegaud, Nogier, 
and Lacassagne, Lengfellner, Krukenberg, Cohn, Walter, Bagg, Han- 
sen, and Lacassagne and Coutard.) 

When "we come to a discussion of the clinical reports it must be 
boime in mind that the data cannot be presented with the same scien- 
tific evaluation that may be given to experimental biologic studies, 
and although we realize that one cannot directly transfer the experi- 
mental results from animal to man, yet we believe that there is no 
reason for considering human developmental processes as essentially 
different from those of other mammals, and it has been our aim to 
bring together the clinical reports to interpret and correlate them as 
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iiiucli as possible, and to add onr six cases. We are fully aware that 
developmental disturbances are to be found in many instances of 
human ontogeny where irradiation has never been applied and we 
Avish to caution those who contemplate the irradiation of women din- 
ing the child-bearing period with a vieiv to preserving the procreative 
ability. 

In judging the clinical reports ive believe that in those instances 
where comparatively great disturbances have resulted in the child,, 
the irradiation ivas given early in pregnancy. Here we ivould place 
the children with subnormal mentality and other defects reported by 
Aschenheim and Stettner. 

We beliei'-e that irradiation during early pregnancy may produce 
death and abortions of the fetus, and we would place in this group 
the four abortions reported by Clark and Keene, two by Stacy and 
nine by Werner. 

Irradiation during late pregnancy is not so likely to produce gross 
developmental abnormalities in the child at birth, but the clinical 
data seem to agree with the experimental in several instances ivhere 
children irradiated in ntero at this period have been prematurely 
delivered, or have shown postnatal growth disturbances, or death 
Avithin the first year. Werner reported three such retarded children, 
and four that died during the first year. The second child we re- 
ported was born of a mother ivho was irradiated very thoroughly 
late in pregnancy, was apparently normal at birth, but died ivhen ten 
Aveeks old. 

The seA^eritjr of the treatment, as Avell as the period in deA^elopment 
Aidien the irradiation was giA’-en, no doubt determines the reaction of 
the fetal tissues. Our third ease Avas treated during the fifth month 
of pregnancy, and then only locally, an effect largely due to beta-ray 
radiation Aidthin the vulval tumor. At the eighth month the mother 
Avas treated over the Auilva Aidth gamma-raj' radiation Avhich Avas 
equivalent to 50 per cent of the skin dose. The treatment Avas not 
severe, the fetus Avas not directly irradiated, and the child Avas appar- 
ently normal at birth and has remained so to the present time. 

The second dmsion of this study relates to the irradiation of iimmen 
before conception AA-here complete sterility is not produced. The 
experimental evidence in the loAver animals shoAvs Avith great proba- 
bility that irradiation injures the follicular elements of the ovary. 
The first patient Ave reported Avas suffering from Hodgkin’s disease 
and ten montlis before conception was heaAdly radiated with x-rays. 
A male infant Avas born Aidth an extensive dcA^elopmental arrest in 
the formation of the head and died after a feAv hours. The second 
patient was irradiated for a fibroid with gamma-ray radiation both 
from AAuthin and outside the uterus, and she became pregnant eight- 
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eeu months later. In this instance a large, stillborn infant was born 
at term. Our last case ivas also ii’radiated with a gamma-ray radia- 
tion from a platinum tube placed in the uterus. Conception occurred 
seAmn months later, and the child was apparently normal at birth. 
Our oM’n eiddenee is not sufficient to. warrant our attributing the de- 
Amlopmental defect in the first case, or the stillbirth in the second 
as due to irradiation. 

Arcliangelsky irradiated Avith x-rays ten women suffering from 
tuberculosis with the intent of producing abortion and was success- 
ful in seven instances. This eAudence is apparently conclusive that 
irradiation during early pregnancy may produce death and abortion 
of the fetus. The abortions reported by. other clinicians and men- 
tioned aboA'e, can hardly be considered as additional eAudenee because 
AA'C do not know in these cases the condition of the uterine Aimll or 
other pathologic conditions. 


CONCLUSIONS 

1. It is questionable Avhether radium or x-ray irradiation should 
be used to destroy the ripe follicles, leaAung the immature ones in- 
jured but capable of development. This statement is made entirely 
on the strength of the experimental work on the loAver animals and 
Ave do not feel justified in considering any of the aAmilable clinical 
records as adding conclusive CAudenee in this regard. In the treat- 
ment of menorrhagia in the child-bearing period we belieA’’e that com- 
plete sterility is preferable to the possibility of a damaged germ plasm. 

2. Irradiation of the ovum during early pregnancy should never 
be permitted. Eadiation in late pregnancy, AA'hile it may not produce 
gross abnormalities at birth, may hinder the groAvth and deA’elopment 
of the child in later life. 
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THE EVOLUTION OF THE OPERATION FOR MYOMA OF THE 

UTERUS^^ 

A Study Based on Over Two Thousand Laparotomies 

By Professor Dr. D. von Ott, Petrogbad, Russia 

T he radical treatment of the uterine myoma represents one of the 
most complex problems in the history of gynecology. Not until re- 
cently, in spite of the efforts of the best workers in the field, has it found 
its satisfactory solution. Suggestions for newer operations and for vari- 
ous forms of conservative and medicinal treatment have followed 
each other in quick succession (Ssnegireff, Battey, Hildebrandt, etc.), 
proving only the dissatisfaction experienced in practice with each of 
them. In large collective statistics S. Pozzi still demonstrated an 
average mortality of 64.7 per cent for operations performed by vari- 
ous surgeons. An expert like Spencer Wells had an operative mor- 
tality of 52 per cent, Billroth, the great surgeon, of 60 per cent, and 
K. Schroeder the gynecologist, even of 85 per cent. In Russia condi- 
tions were not different. Rein, in 1875, calculated the operative loss 
at 75 per cent. This deplorable situation aroused my interest in the 
first years of active practice, especially because similar operations, 
such as ovariotomy, even at that time could boast of decidedly better 
results. I planned to find the causes for this lamentable difference, 
and set out to visit all the famous clinics, to acquaint myself per- 
sonally until the operative and nonoperative methods of myoma treat- 
ment as practiced by the best gjmecologists and surgeons of the day. 
i\ren like Pean in Paris, Spencer Wells, Bantoek, or Tornton in Lon- 
don, Koeberle in Strassburg, Schroeder in Berlin, Billroth in Vienna, 
and many others not only gave me free access to their clinics, but 
were ever ready to discuss freely the questions offering themselves 


‘Translated by Dr. Hugo Ehrenfest. 
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b 3 ^ tying rubber tubing snugly around the pedicle of the tumor or, 
in ease of a supravaginal amputation, around the uterus itself. Ho'vr- 
ever, there is a definite shortcoming to this method since it is difficult 
to maintain the tubing in proper position during the entire operation. 
Also the instrument, designed by Pozzi to serve the purpose, is un- 
satisfactoiy because the locking device -svill open at slight pressure. 
In my clinic tve employ an appliance I have designed® -with which 
either pedicle or the entire uterus can be clamped, and which can 
be tightened or loosened at will. The introduction of such prophy- 
lactic hemostasis I consider a great step forward in the development' 
of a safer nyomeetomy or supravaginal hj’-sterom 3 ’'omeetom.y. This 
latter operation just at that time had been introduced and had gained 
great populai’ity espeeiallj’- in the modification suggested by Sehroeder 
and Hofmeier. At the same time a lively polemic went on between 
Hegar and Sehroeder, the former favoring the extraperitoneal, the 
latter the intraperitoneal burying of the stump. Seeing the advan- 
tage of Sehi'oeder’s intraperitoneal method, I used it in a series of 
eases.® Though the method of choice with most surgeons up to recent 
times, it has its disadvantages, inherent to all abdominal laparotomies, 
in causing hernias in the linea alba, suppuration of the incision, etc. 
In one of the last reports published by Sehroeder he still complained 
of having seen hernias in 30 per cent of his laparotomies. Full.v 
realizing the seriousness of this situation espeeiall}’’ in view of the 
fact that patients would die simply as the result of the abdominal 
wound suppuration, I began to search for relief. I then proposed a 
new method of closure of the abdominal incision, consisting in sep- 
arate suturing of muscle and fascia by means of buried sutures.'^ 
Introduction of this muscle and fascia sutures quicklj’’ brought the 
desired improvement. There were no more hernias, nothing to sa.r 
of the opening up of the entire incision, in the last ten or fifteen 
j'ears. The great advantage of this method of abdominal closui’e 
after myoma operations b.y noiv has become generally’' recognized. 
There was still ivork to be done to eliminate a few of the all too 
common sequelae of the Sehroeder-Hofmeier operation: high imme- 
diate mortalitj’-, long duration of convalescence, elimination of buried 
stitches Iw protracted suppuration especialh’' after supravaginal h.vs- 
terectom.v, etc, I proposed to remove the uterus in a simpler mannei-, 
more like an ovarian tumor is excised.® The new operation fulfilled 
all expectations. The minimum of a 20 per cent mortality of that 
day was immediately reduced to 4.3 per cent. 

"Wliile assiduously working on further perfections of the operative 
technic, a ease came under m^’- hands, which actually determined the 
direction of all my future endeavors in this respect. I found a patient 
in the clinic, suffering from a gangrenous fibroid. There was pro- 
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fuse ill-smelling discliarge. Slie liad eliills witli temperature rising 
to 40° C. It seemed evident that the life of this patient was depend- 
ent upon the immediate removal, not only of the gangrenons tumor, 
hut also of all adjoining infected or irritated tissues. Seeing no other 
way out of the situation, I determined to attempt a panhysterectomy. 
Just at that time (1891) Bardelehen had suggested such -an opera- 
tion (described by E. Martin). The details of the operation had not 
yet been worked out. I anticipated great technical difficulties for 
such an enormous undertaking as removal of the entire uterus to- 
gether vdth a necrotic, suppurating fibroid. I became pleasantly 
disappointed. The operation was accomplished with astonishing ease 
and the patient recovered quickly.® Since there seemed no advan- 
tage in leaving the cervix behind, and since such a radical operation 
eliminated various disadAmntages of the supravaginal operation (sup- 
puration of stumps, exudates, abscess formation, etc.), I decided to 
give up the supravaginal amputation and make the panhysterectomy 
the operation of my choice. Its superiority seemed eyident; perfect 
drainage of all secretions through the opened vagina,*^ and no possi- 
bility of a recurrence in the preserved cervix which did necessitate 
in some cases a second operation. This latter advantage was par- 
ticularly obvious for cases of associated malignancy, in which the 
cervix is the seat of predilection. For them this radicalism certainly 
was the appropriate mode of attack.'® Therefore, I am now resorting 
to panhysterectomy except in those cases where a conservative myo- 
mectomy can be performed. 

Greatly improved also were the operative results by a more gen- 
eral application of the vaginal methods of interference. Vaginal 
operations were cultivated and developed in my clinic. At the Fifth 
International Congress of Gynecologists (1910) quite a number of 
my former pupils, by now occupying chairs in other universities, 
offered contributions to the topic under discussion; Vaginal Methods 
of Operation in Gynecology and Obstetrics, (Werboff, Kiparsky, 
Karobkoff, Markovsky, Preobraschensky, Ssizinsky, Ssoboleff, Jakob- 
son, v.Ott). Vaginal hysterectomy, first proposed by Pean in France, 
for a long time remained unnoticed until our clinic devoted to it 
much thought and study. This incidentally led to the development 
of methods of direct illumination of the abdominal cavity, of uterus, 
bladder and rectum. I went so far as recommending the removal 
even of the appendix through the vagina and have successfully per- 
formed this operation in a number of instances. By means of my 
method of illuminating the peritoneal cavity any argument against 

opeiating in the dark ’ is eliminated. Indeed, after each 02 Deration 
and after removal of the mass, with this instrument every corner 
of the field of operation is carefully inspected and the possibility of 
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defective hemostasis precluded. The smaller the tumoi*, the easier 
becomes its removal through the vagina. But even in the case of a 
large mass the vaginal route is not contraindicated as long as the 
uterus or fibroid can be pulled down well towards the iielvic outlet. 
Thus I succeeded once to remove through the vagina a tumor weigh- 
ing 8000 grams. Of course, in such cases the growth is remoA'ed piece 
bj’- piece by means of morcellation. 

Results Muth the vaginal operations are approximately ten times 
better than those of the abdominal route. The general postoperative 
mortality Avas lowered to a remarkable degree and it was no longer 
a curiosity to see a series of 100 or more operations Avithout a single 
death. From 1908 to 1912 I had in a series of 372 operations only 
2000 Operations for Uterine Myoma 



c — General mortality. 
b — Mortality of abdominal operation, 
c — Mortality of vaginal operation. 


one death, a mortality of 0.27 per cent. From no other source liaA’e 
so far similar results been recorded. The transition from the supra- 
A'aginal amputation to the abdominal panhysterectomy yielded an im- 
provement in results, but the real benefit Avas derived from the 
development of vaginal methods so that they became applicable for 
myoma operations. 

But these favorable results were not solely due to the advanced 
operative technic; in part at least, also to better information con- 
cerning the bacterial flora of the genital tract. Preoperath'e antisepsis 
AA’as based on better theory and better practice. A critical study of 
all tlie problems inA'oh'ed in the proper preparation of the patient 
for operation resulted in obtaining a field of operation practically 
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free of germs.^^ One can almost assert that snch preparation Avill 
eliminate the postoperative complications, heretofore dreaded by all 
surgeons. I wish to deny emphatically the vie^v, so commonly ex- 
pressed, that not so perfect a degree of antisepsis can be obtained in 
vaginal operations as in laparotomies.' The contrary is true and this 
fact in itself has contributed to the better results with the vaginal 
operations.^ 

Thus, I trust, I have shown how scientific study and attention to 
details, outside of development of operative technic, have given us 
perfect mastery over the appalling mortality of former days, reduc- 
ing it almost to zero. The views, I am expressing here, are based on 
a material of far over two thousand cases but I am employing for the 
diagram and table only the cases of the Clinical Institute for Physi- 
cians and of the Governmental Obstetric-Gyndcological In.stitute 
where I at present am doing my work. The material of the year 
1922 has not yet been fully analyzed but it includes a few dozen myo- 
mectomies without a death. I furthermore exclude the cases recorded 
in the Festschrift for Professor Sslavjansky and those I operated in 
the department of Professor Pelechin or in the Alexandria Stift of 
the Ked Cross. This leaves a total of 1934 oiJerations. Their distribu- 
tion in the years between 1885 and 1922 is shown iir Table I and 
Fig. 1. 

This enormous material, larger than any ever before compiled by 
one author, eliminates chance errors aiid endows the conclusions 
drawn from it with an unusual amount of certainty of being correct. 

My own views I might then briefly summarize as follows: 

1. The operathn treatment of uterine myoma has undergone a 
thorough reform. Its result is a reduction of the appalling operative 
mortality to almost nothing. The life of many hundred patients lias 
been saved. 

2. These splendid results permit a corresponding widening of the 
indications for operation. There cannot be any longer any waiting 
for symptoms which threaten the patient’s life. The tumor should 
be removed long before its size would preclude its extirpation through 
the vagina. 

3. 'Whenever possible the operation should be performed through 
the vagina. This guarantees the smallest risk. 

4. One can assert that the operation of hysteromyomeetomy has 
reached its state of perfection, and in this respect today is superior 
in its technic to any other abdominal operation, not excluding ovari- 
otomy. Further progress will be limited to minor details. 

5. The entire evolution of the operation, described in these pages, 
has taken but forty years, being thus included within the lifetime of 
some still active surgeons. 
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6. Excepting tlie truly conservative myomectomies, the radical 
operation should be given preference. Merely palliative measures, 
such as ligation of vessels, extirpation of the ovaries, etc., must be 
repudiated. Particularly obaectionable is castration, whether ob- 
tained by operation or without operation by means of x-rays. This 
method is not only useless, hut with the suppression of an important 
endocrine function, exerts a harmful effect on general endocrine ac- 
tivity and metabolism. 

7. Vaginal operations not only minimize the immediate dangers 
of operation but offer security against some of the sequelae of lapa- 
rotomy, especially the formation of a hernia. 

8. Panhysterectomy is the operation of choice. 
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A ROUTINE TREATMENT FOR HYPEREMESIS GRAVIDARUM"' 


By Edward Speidel, M.D., Louisville, Ky. 


^HE rapid and continuous progress in surgery is due to the fact 
that standardized and exact procedures have been developed in 
the different operations. A gastroenterostomy and a hysterectomy 
are performed according to a definite technic regardless of any pecu- 
liarities of the individual to be oiDcrated on. 

In obstetrics we still cling to many haiihazard methods, antago- 
nizing any attempts at definite procedures or innovations. True, some 
pioneers are trying to blaze the way. 

Median or lateral episiotomy in every primipara, De Lee’s prophy- 
lactic forceps operation and Potter’s version ax*e all aiming at an 
accurate and definite method for obstetrical deliveries. 

Stroganoff and McPherson may he accused of having introduced 
an alm ost iron-clad procedure in the treatment of eclampsia. In the 
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most baffling of all our obstetrical complications, liyperemesis grav- 
idarum, ive still cling to haphazard methods. 

Kosmak in his monograph “The Toxemias of Pregnancy,” intro- 
duces the treatment •with the following statement: “The cardinal 
fact to be borne in mind is, that no routine method applicable to any 
or all classes of cases can be I’ecommended but that in each instance, 
particularly in the severer types, consideration must be gi^mn to the 
individual patient.” 

In hyperemesis we deal with a serious condition, the true nature of 
which is still in doubt. Upon our success depends the integi’ity of a 
pregnancy and often the life of the patient and we have nothing to 
guide us even in favored localities except the outcome of two or three 
chemical tests. 

It should seem that, if a definite procedure were tried, the sig- 
nificance and the value of these tests in determining the progress of 
a case could be readily and aeeuratel.Y determined and in those cases 
without such advantages, the failure of the treatment itself would 
indicate that other measures would have to be resorted to. 

No doubt the most important addition to our knowledge of the 
toxemias of pregnancy has been brought about through the investi- 
gations of Titus and Givens. 

According to these authors, there is a carbohydrate deficiency in 
the maternal organism due to the unusual demand of the growing 
fetus for earbohydrates. If the diet of the mother does not supply 
this need, then the reserve store of glycogen in the liver is drawn 
upon, resulting in pathologic changes in the liver. 

If the destruction has not gone too far, then the administration of 
glucose will regenerate the damaged liver cells and aid the liver in 
its fight against the toxins of pregnane}^. 

If fatty degeneration has taken place to any great extent, then the 
glucose cannot be absorbed and stored and an extreme degree of 
toxicity exists. 

Based upon these facts Titus and GNens devised a blood sugar test 
by which the gravity of the toxemia may be determined. 

A definite amount of glucose solution is introduced into a vein, tak- 
ing thirty minutes for the introduction, a sample of blood having, been 
taken previously. A second sample of blood is taken five minutes 
after the glucose has been introduced, the third sample thirty minutes 
later, the fourth and fifth samples respectively, one and two hours 
later than No. 3. 

They claim that a liver depleted of glycogen, but not infiltrated 
Avith fat, should be greedy for sugar and should take it up from the 
blood stream faster than under ordinal^’ circumstances, udiile a liA'er 
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■with fatty infiltration and necrosis, would have its function in that 
respect impaired. 

The test therefore depends upon the determination of the blood 
sugar in the five specimens taken. No. 1 represents the patient’s 
condition before treatment, No. 2 shows the peak of sugar after the 
injection of the glucose and No. 3 shows the sugar reduction in 
thirty minutes. Bloods 4 and 5 show whether the condition has re- 
turned to No. 1 after this interval. 

The test surely indicates the power of the liver to store glycogen, 
and a low sugar absorption, after the injection, may be held as a sign 
of extensive liver destruction and as a positive indication for inter- 
fering with the pregnancy. 

The test is a very elaborate one and where such extensive labora- 
tory facilities are at hand should prove of great value in the conduct 
of toxemias. 

The ammonia-nitrogen content of the urine as advocated by Wil- 
liams, is not generally accepted as a definite indication of the degree 
of toxemia. 

Williams claims that a high ammonia coefficient shows a profound 
perversion of metabolism and the percentage of ammonia nitrogen 
above the normal 5 per cent is an indication of the degree of toxemia. 

If the normal pregnant woman has 4 or 5 per cent and the early 
toxemias show from 20 to 25 per cent, it would seem that a gradual 
decrease in this coefficient towards normal would be a decided factor 
in indicating an improved condition. Then again an increase of 10 
per cent or more of total nitrogen Avould be an indication for inter- 
fering with the pregnancy. 

If generally accepted, it would be necessary to liaAm the test made 
at least once a day for comparison and perhaps at times an examina- 
tion of a tiventy-four hour specimen Avould be needed. 

Besides, the test is not so simple that it Avould be generally avail- 
able. Those not accepting the test claim that the high ammonia co- 
efficient is simply a manifestation of acidosis and the acidosis in 
hyperemesis is ascribed to the accompanying staiumtion. 

We are in the same position if Ave depend upon the amount of ace- 
tone and diacetic acid found in the urine, for those ingredients are 
the direct results of the starAmtion. 

If Ave Avait for such extreme signs as rapid pulse, eleAmtion of tem- 
perature, jaundiced conjunetivae and coffee ground vomit, then inter- 
ference Avith the pregnancy aauII generally be folloAved by the death 
of the patient. 

Consequently until the cause of the toxemia is definitely knoAvn and 
until we haA e a specific therapy, the question finalty resolAms itself 
into nourishing the patient in such a manner as to give the stomach a 
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complete rest, until tlie vomiting stops and tlie toxemia subsides or 
the patient is carried beyond tbe time wben tbe toxemia in many in- 
stances 'SYOuld seem to be at an end. 

It is claimed that in early pregnancy tbe entire metabolism is 
performed bj'’ tbe liver of tbe patient but ivben tbe liver of tbe fetus 
is fully developed that organ relieves tbe maternal organism of a good 
deal of its work and toxemia due to imperfect functioning of tbe 
maternal liver ends. 

HjTDeremesis generally shows itself in tbe first three months of 
pregnancy. Tbe liver of tbe fetus by tbe end of tbe third month is 
large enough to fill almost tbe entire abdominal cavity and it maj’^ 
be assumed that even before this it enters upon its function and in so 
far lessens tbe strain upon tbe maternal liver. 

This would explain tbe cessation of vomiting after a definite time 
in apparentlj'- hopeless cases, especially in such in which for religious 
reasons interference with tbe pregnancy was not tolerated. 

A careful method therefore should be followed in the conduct of 
these eases so that improvement may be expected after a certain 
time or tbe reverse be accepted as a definite indication for interrupt- 
ing tbe pregnancy. 

Tbe following routine has been followed more or less in twenty- 
four eases in tbe last two years, with uniform success in twenty-two 
cases that were under complete control. In two cases in which tbe 
writer was only called in as an occasional consultant, death of tbe 
mother followed interruption of tbe pregnancy in one instance, while 
tbe other died from tbe profound toxemia wben tbe consultation 
showed that nothing could be gained by so late an interference with 
tbe pregnancy. 

It is of great importance in instituting tbe routine treatment that 
tbe husband and tbe family be impi'essed with tbe fact that a very 
serious situation confronts them and that tbe successful outcome of 
tbe condition, even tbe life of tbe patient, depends upon their abso- 
lute cooperation. 

Tbe condition is serious enough to demand hospital conveniences 
if they are at all accessible and a special nurse in complete charge 
of tbe patient. If tbe case has to be conducted in a home, then hos- 
pital conditions should be simulated as much as possible. 

At any rate tbe sick room should not be in close proximity to tbe 
kitchen as occurred in one of my consultation cases. 

Tbe room should be flooded with sunshine and fresh air, tbe pa- 
tient’s face being shaded or smoked glasses worn to protect her from 
any glare. This is considered better than tbe gloomy darkened room 
suggested in most instances. 

The family and husband must be absolutely excluded. This ap- 
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plies especially to the husbaiid -whose presence at once arouses the 
sex instinct in the patient and reflexly causes emesis. 

All administration of food and even -water by the mouth should be 
stopped at once. 

The daily routine is begun at 7 a.m. by irrigating the large bowel 
with a gallon of warm solution containing two rounded tablespoonfuls 
of sodium bicarbonate. The solution is introduced slowly through a 
No. 20 catheter and when the patient strains she is allowed to expel 
the solution along side the catheter. More solution is allowed to run 
in and the catheter is withdra-wn when the final pint has been intro- 
duced in hopes that the patient -will retain and absorb a considerable 
part of it, thus supplying that amount of fluid to the system and the 
sodium bicarbonate combating some of the acidosis. 

A catheter -with the opening at the side of the tip is preferred, be- 
cause it is less apt to become occluded with fecal matter than the 
rectal tube, which has the opening at the end. 

At 8 and 12 a.m. and 4 and 8 p.m. 250 e.e. of the feeding solution are 
slowly introduced into the rectum through a No. 12 catheter -with a 
glass funnel attached, the patient lying in the left lateral position 
■with the hips elevated and retaining that position for a half hour after 
the introduction of the fluid. 

The feeding solution warmed to body temperature before each in- 
troduction is composed of 50 grams of glucose, 100 c.c. of trophonine 
or panopepton, 20 grams of sodium bicarbonate and enough .water to 
make 1000 c.c., this amount being sufficient for one day. 

Sixty grains of bromide of sodium are added to each dose of the 
feeding solution just before introduction and if the patient is restless 
30 grains of chloral in addition are dissolved in the 8 p.m. feeding. 
As the patient improves the amount of sodium bromide may be re- 
duced gradually. 

From the beginning an ampoule of corpus luteum extract should 
, be given once or twice daily intramuscularly or intravenously as is 
advocated of late until erythema indicates that sufficient has been 
given. 

J. C. Hirst and others report remarkable results with this remedy. 
They do not, however, report in detail what accessory measures are 
used in the conduct of their eases. It is inconceivable that extreme 
cases of vomiting would respond solely to the introduction of a few 
ampoules of corpus luteum. 

Accordingly, while the writer has never seen any direct results 
following the use of this remedy, still he feels it proper to continue 
with it until its place in the therapy is definitely settled. 

After three days of this regime the treatment is supplemented by 
the introduction of 500 c.c. of sterile 10 per cent glucose solution 
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intravenously. The glucose not only relieves the carbohydrate defi- 
ciency caused by the demands of the fetus upon the mother and lack 
of it in the diet that she has been able to take but it will be absorbed 
directly by the liver and will aid in regenerating the damaged liver 
cells if the destruction has not gone too far. 

The solution as is well known must be carefully filtered and ster- 
ilized and introduced into the vein slowly at body temperature. At 
least one-half hour being given for the introduction of 500 c.c. 

In consequence of a reported fatality from coma following the 
intravenous introduction of glucose solution in a diabetic, it will be 
wise in all eases of hyperemesis not to use the glucose if the urine 
responds to the test for sugar. 

The rectal treatments are continued for the succeeding days and 
on the sixth day a second glucose injection is given intravenously. 
Continuing the rectal treatments, gastric lavage is practiced on the 
eighth day with a half gallon of sodium bieai'bonate solution contain- 
ing a rounded tablespoonful of the soda, and a half pint of the solu- 
tion is poured into the stomach through the tube at the end of the 
lavage. This is generally retained. 

Administration of food is then begun tentatively on the ninth day, 
the patient being given a Holland rusk or shredded Avheat biscuit 
twice a day. 

The cereals are slowly added in the succeeding days, the rectal 
feedings being gradually reduced in number as the patient is able 
to retain food by the mouth. 

This routine embodies ivell recognized measures in the treatment 
of hyperemesis and should form the main basis for the treatment of 
each case. Additional measures may be used in conjunction with it 
if considered necessary. 

Adrenalin solution advocated by some writers may supplement or 
take the place of the corpus luteum solution or the latest innovation, 
feeding by the duodenal tube as advocated by Paddock, may be 
added to the treatment. 

If the patient vomits in spite of the rigid regime to which she has 
been subjected, then it may be assumed that every reasonable means 
has been exhausted to correct the condition and the ph 5 '^sician may 
conscientiously interrupt the pregnancy with the knowledge that the 
patient is in a fairly good condition to pass through the ordeal. 

If laboratory facilities are at hand and daily tests for the ammonia 
coefficient can be made, it should surely be possible to make a very 
satisfactory prognosis from the results taken from such carefully 
conducted cases. 

The blood sugar tests if available would be of still greater impor- 
tance as they should quickly determine whether in the given toxemia 
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we are dealing with a liver that can rehabilitate itself or one in which 
destruction has gone so far that it would be no longer safe to defer 
interruption of the pregnancy. 

Individualization is not indicated in these eases, because all suf- 
fer from the effects of starvation, plus a certain amount of toxemia, 

"With the stomach out of commission, the modern methods of nutri- 
tion included in the routine are available and of these the intravenous 
glucose may be conceded to be the most efficient and definite to com- 
bat the carbohydrate deficiency. 

With the acidosis due to the starvation more or less eliminated, 
the efficiency of the various chemical tests to determine the degree 
of toxemia is greatly enhanced, and it should be possible then to 
determine definitely whether a pregnancy can he safely continued. 

If many of these cases are conceded to be neurotic, then the hyp- 
notic effect of the continuous therapeutic measures should go far to 
effect a cure. 

In malingerers who are simulating nausea to induce the physician 
to relieve them of an unwelcome pregnancy, the persistence wdth 
which treatment is continued and the result of the chemical tests, if 
available, should soon convince them that their attempt is futile. 

It should be extremely rare then that a pregnancy must be inter- 
rupted for this condition. 
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DRY LABOR"^ 


By John Osborn Polak, M.D., P.A.C.S., Brooklyn, N. T. 


~\RY labor, its proper conduct and its successful . issue, brings up 
for discussion a subject tliat must Pave given every conscien- 
tious obstetrician hours of worry. That we may have a clearer 
understanding of some of the fundamentals involved I am going to 
discuss the subject from a clinical standpoint, based on active ob- 
stetric experience of over twent 3 ’--five j’^ears, under the following 
headings: 

1. When rupture of the membranes occurs, with unprepared soft 
parts, before labor begins, in primiparae or multiparae, the pelvis and 
child being relatively normal. 

2. When the membranes rupture at the beginning of labor with 
the cervix undilated; head or breech engaged or engageable; the 
pelvis presumably normal. 

3. Drj'- labor vdth undilated cervix in the minor degrees of relative 
disproportion, where under ordinary circumstances with membranes 
intact, we would give the woman a full test of labor. 

Dry labor makes delivery more serious for both the mother and the 
fetus, this is especially so in primiparae by exposing the mother to 
more prolonged effort, general and uterine exhaustion, greater trauma, 
the greater possibility of operative interference and infection, and 
finallj'- to the increased possibility of hemorrhage in the third stage 
and a slower convalescence. 

The fetal mortality is definitely increased from the continuous pres- 
sure on the presenting part, resulting in greater moulding, cerebral 
congestion, operative injurj’-, interference with the feto-placental cir- 
culation and fetal infection through the placenta and cord as demon- 
strated by Siemens, DeLee and Beach. It is therefore evident that 
earlj’- rupture of the membrane may be a serious complication for 
it always prolongs labor and subjects the participants to greater 
danger. 

The undilated cervix offers the primarj’- obstruction, exciting the 
uterine muscle to refiex irritability and therefore presents the chief 
subject of this discussion. 

All authorities are agreed that phj'siologic dilatation of the soft 
parts is best; j^et in dry labor we are robbed of the mechanical ad- 
vantage of the hj'drostatic action of the fore-waters, which normally 
soften and open the cervical canal. Hence the cervix being unsup- 
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ported and having its return circulation blocked becomes markedly 
edematous and unyielding, exciting spasmodic but powerless uterine 
contractions wbicb mould the uterus upon the contained fetus and 
form a contraction ring just above the site of the internal os. 

Have we any substitutes for the absence of hydrostatic dilatation, 
and if we have where do they fail, and if they succeed what is the 
added risk? It is a fundamental principle that the cervix must be 
open before the baby can come orrt, an axiom which is daily violated 
by the practitioner, yet it allows of no argument. How then can 
we attain this dilatation? This question is at once answered: 
(a) by the use of the dilating bag; (b) by manual dilation under 
anesthesia; (c) by time and morphine analgesia; (d) by the col- 
peurynter; (e) by the properly applied vaginal pack; (f) by surgical 
incision. But all of these several solutions have their disadvantages 
and dangers, and often fail to give the desired dilatation in time 
to allow the passage of a living child without extensive trauma to 
the mother’s soft parts. . 

The bag is uncertain, it displaces the presenting part and may 
allow prolapse of the cord and is apt to cause the formation of a 
retraction ring just above the bag. According to Dorman it results 
in operative termination in over half of the eases and increases the 
dangers of sepsis as it is applied to the inside of the cervix and 
every abrasion, however small, is drained by the cervical lymphatics 
and excites a parametrial reaction for the bag dams back the 
secretions. 

Manual dilatation might better be described as manual laceration 
for there never was a cervix manually dilated in which a laceration 
of some degree could not be demonstrated; furthermore, delivery 
after manual dilatation must always be accomplished by some oper- 
ative measure which further increases the trauma. 

Beck in a recent paper based on the study of clinic cases has 
shown what can be done by time and morphine. This report is worthy 
of consideration, yet it leaves a number of cases to the field of oper- 
ative procedure. 

The vaginal bag or colpeurynter against the cervix has had little 
recognition in this country in recent years; yet personal experience 
has made me feel it deserves further trial. Its advantage over the 
intracervical bag is that when we place a bag of sufficient size within 
the uterus, to iron out the cervix, the presenting part is dislodged 
and a retraction ring is formed just above the upper margin of the 
bag which prevents descent of the presenting part; the vaginal bag, 
on the other hand, while it raises the presenting part, does compress 
the cervix between the bag and advancing part, thus thinning and 
softening the margin of the cervical rim. 



490 THE AMERICAN JOURNAL OP OBSTETRICS AND GYNECOLOGY 

Plugging the vagina with sterile moist cotton or gauze when prop- 
erly done has many advantages OA'er the bag, for with the patient 
in the Sims position and the perineum retracted, with a Sims specu- 
lum, it may be accurately applied so that it fills every part of the 
vagina; it may be applied against the cervix so accurately that equi- 
lateral pressure is made on everj’’ portion of the cervical rim which 
is thinned out between the adAmncing head and the vaginal plug. 
The gauze or boiled cotton batting should be moistened with a solu- 
tion of sterile boroglyeeride Avhich prevents abrasions of the soft 
parts and softens the tissues. 

Diirrhsens’ incisions presuppose an effaced cervix and thoroughly 
meet the surgical requirement, but clinically the extent of the in- 
cision is difficult to limit; suture is not always successful and a 
pathology which maj^ need subsequent operation is frequently a 
result. 

With this brief consideration of the difficulties which result 
from soft part dystocia in dry labor and a recital of the several 
methods emploj^ed for its relief, I will now take up the discussion of 
this application and our management of illustrative cases under the 
three headings stated at the beginning which may be briefly sum- 
marized as follows: 

In the first class, where rupture of the membranes has occurred 
before labor begins, ivith unprepared soft parts, with the head in the 
brim, and the head and pelvis presumably normal, experience has 
taught us to let the patient absolutely alone, for neither child nor 
mother suffers any injury from ruptured membranes, so long as the 
woman is not in aethm labor and the cervix is not infected by re- 
peated vaginal examinations or manipulation. The ball valve action 
of the head more or less effectively blocks the egress of fluid and 
retains a considerable portion of the amniotic liquid. Spontaneous 
labor ■will usually occur in due time and should be well established 
before any adjunct to favor dilatation need be considered. 

Only in old primiparae where the Amine of the child is of para- 
mount importance from a legal standpoint, can it be conceiAmd in 
the light of an extended experience that surgical interference is jus- 
tifiable. 

In the second class, labor should be alloAved to progress for seA'eral 
hours or until the pains are strong and regular before resorting to 
measures Avhieh Avill aid in the dilatation of the ceiwix ; then a care- 
ful examination should determine the condition of the cerAUX and 
the progi’css of labor. If the ceiwix is thinned out, CA’en though the 
external os is no larger than 2 or 3 cm., morphine, scopolamin and 
time alone Avill almost ahvays effect complete dilatation. On the 
other hand, if the eeiwical rim is thick and unyielding, the patient 
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after proper surgical preparation of tlie vulvar orifice should be 
placed in the Sims position, the perineum retracted with a Sims 
speculum, and the vagina packed with boiled cotton hatting moist- 
ened and wrung out in a weak solution of horoglyeeride, one part to 
eight of sterile water. The tampon should be closely applied to the 
fornices and over the stretched cervix, and the vagina firmly packed. 
This excites utei’ine contractions, keeps the cervix in close apposition 
to the presenting part, softens it and irons out the canal. A hypo- 
dermic of morphine, gr. and seopolamin, gr. %oO) 3,t the comple- 
tion of the packing acts as a valuable adjunct by giving the patient 
rest between pains and apparently relaxing the cervical spasm. In 
a few hours dilatation is completed, the plug is expelled and the 
presenting part pushed down to the pelvic floor. 

Nothing new is claimed for this method except the addition of the 
boroglyceride. Plugging has been used in the Rotunda for years, 
but has fallen into disuse in this country, probably owing to the fact 
that unless it is done properly the results are variable. 

Long experience has convinced me that all the other methods of 
artificially dilating the cervix are inferior and are fraught with 
greater danger. Dilatation is secured without trauma and the secre- 
tions are not dammed up behind the plug as is the case with the bag. 

In the third class where some relative disproportion between the 
head and the pelvis obtains, complicated with dry labor, too much 
time must not be wasted on the management of the soft part dystocia, 
for the child’s chances are lessened materially in this class by a 
prolonged and ineffectual test, owing to the interference with the 
fetoplacental circulation and the cerebral pressure. More than twelve 
hours of labor should not be permitted if progressive advance is not 
demonstrated; for the dangers from sepsis are constantly increasing 
and late operations are attended with high mortality. It is in this 
class that section deserves consideration. 

Abdominal delivery in dry labor, however, is always a serious under- 
taking; for statistical studies have shown that both the maternal 
morbidity and mortality in section are directly increased as the length 
of the labor is prolonged, and both are higher if the membranes have 
ruptured. In my report recently published on the mortality in 2200 
cesarean operations, which included the work of some of the obstetric 
masters, the mortality ranged between 6 and 14 per cent in women 
who had been in labor for periods of over 12 hours. The mor- 
bidity seemed to depend not only on the absence of the membranes 
but upon the number of vaginal examinations made after the mem- 
branes had been ruptured; hence it will be seen that the ease with 
I’uptured membranes must be considered as potentially infected. This 
is explained by the fact that the interior of the uterus and the placen- 
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tal site are exposed in dry labor to infection from tbe vagina. Again 
dry labor is always prolonged, section on a tired uterus is often at- 
tended with greater blood loss from uterine atony and this further 
reduces the individual resistance. 

When the classical section is done late in labor, where the mem- 
branes are ruptured, two clinical dangers must be counteracted as far 
as possible, namely: uterine relaxation and the infection of the uterine 
wound. To meet these dangers to the woman, the vagina should be 
thoroughly iodized before operating, and after the placenta has been 
removed the interior of the uterus should be firmly packed through 
the hysterotomy wound with iodoform gauze to stimulate uterine con- 
traction. The pack is allowed to remain in situ, to be expelled by 
uterine contractions. This occludes the uterine sinuses for it is ac- 
Imowledged that a relaxed uterus opens a way to sepsis and con- 
versely a contracted uterus is the best barrier against infective inva- 
sion. When we realize that streptococci can be demonstrated in the 
interior of the uterus in over 60 per cent of normal puerperae on the 
fifth or sixth day, or just at the time when the uterine wound, if there 
is any defection in suture or asepsis, can be inoculated by the cocci and 
infection extended from the interior of the uterus to the peritoneum, 
it is a wonder that even a larger percentage of sections do not end 
fatally. It is because of this clinical knowledge that e:fforts have been 
made to perfect the transperitoneal and extraperitoneal methods of 
uterine exclusion in performing section. 

Kronig, Hirst, Beck, Prank and Latzo have all perfected procedures 
with the idea of protecting the peritoneum against extension of in- 
fection from the inside of the uterus through the hysterotomy wound. 
Their methods do not save the franldy infected case, therefore it be- 
hooves us in dealing with the border-line cases of dry labor in which 
the membranes are ruptured, to conduct such labor with the greatest 
asepsis and without vaginal examinations, using only abdominal ex- 
amination and the rectal touch to determine the degree of dilatation 
of the ceridx and the descent of the presenting part. 

In conclusion I would urge: 1, that all cases of dry labor will fall 
within one of three classes, already described; 2, that it must be ad- 
mitted that each case of dry labor should be considered on its individ- 
ual merits; 3, that the determining factors in selection of method 
are the position of the presenting part, the length of the labor and 
the condition of the cervix; 4, that where infravaginal delivery is 
possible that cervical dilatation is best handled with morphine and 
1 aginal plugging, and finally, 5, when section is elected, owing to the 
fact that all dry labors are potentially infected, the classical opera- 
tion is not the one of choice, but we should select one that excludes 
the peritoneal infection by peritoneal flaps. 

..0 Livixgstox STr.KZT. (For discussion see p. 552.) 



TRANSPLANTATION OP HUMAN OVARIES: PRESENT 
STATUS AND FUTURE POSSIBILITIES* 

By William Seaman Bainbeidge, Sc.D., M.D., C.M., New York, N. Y. 


I N 1894 Enauer’^ made tlie first attempt to transplant ovaries in 
animals and proved that if ovai’ies were removed and implanted 
at another site in the same animal, atrophy of the uterus would not 
take place. Later, Grigorieff^ repeated the experiments of Enauer 
and confirmed his findings — that ovaries excised and reimplanted in 
continuity with the tubes, in the same animal, would live and form 
ova and that a pregnancy could he produced. Ribhert® made ex- 
periments with guinea pigs and found that 30 days after the grafts 
were implanted, the essential parts of the ovaries were well pre- 
served and in a state of proliferation. After 150 days these ovaries 
showed no atrophy — only normal ovarian development. Transplanta- 
tions from one animal to another were less successful. Foa* made 
many observations in transplantations with rabbits and found that 
the ovaries of newly born rabbits live, and functionate much more 
rapidly than those of full grown rabbits. The ovaries of newly born 
animals, when transplanted into fuUy grown ones, very soon assume 
the characteristics of the mature ovary, but retain their juvenile 
characteristics when transplanted into young animals. 

Very soon after these experiments on animals, Frank Cramer,® 
Tuffier,® Morris’^ and the writer did their transplantations in the hu- 
man subject. Tuffier has performed more than 300 transplantations 
of ovarian tissue and his records show no mortalities. During the 
•war and early postwar period it was my privilege in Paris to observe 
Tuffier ’s work along this line and he kindly furnished me with some 
of his unpublished data which, with his permission, I have freely 
quoted in this paper. 

There was a period when the excision of the ovary was the rule 
rather than the exception and a cystic ovary was a surgically doomed 
ovary, but the pendulum has swung in the opposite direction and 
today the trend of surgery is towards saving the ovary whenever 
feasible. Where simple ovarian cysts are found and some glandular 
tissue still remains, complete ablation of the organ is no longer con- 
sidered the only “safe” operative procedure. Improved technic has 
made possible the excision of the cyst, careful suture and plastic 
work on the ovary, with the result that many a woman has been 
saved from mental and physical handicap and perhaps life-long re- 
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gret because of the conservation of this important factor in the cycle 
of internal secretion. Happity, the ovary instead of having to prove 
its right to remain seems now in a position to demand of the surgeon 
the reason for its remoAml. Of course, to leave an ovary AA'^here ex- 
tenshm adhesions or large Amricose Amins probably Avill cause disease 
later, or Avhere it Avill be interfered Avith by attachment to other or- 
gans, so situated as to render repeated traumatism and eAmn degen- 
eration likely, is a questionable procedure. On the other hand, Avhen 
Ave fully realize the mental and physical uphcaAmls consequent upon 
the sudden remoAml of the oAmrian secretion from the body, Ave need 
to Aveigh Avell in each case the adAUsability of complete ovariectomy. 
It is true that the transplantation of oAmries, though still in the 
experimental stage, is attended Avith considerable success, yet there 
should be no complete ablation of this significant link in the internal 
secretory chain Avithout an attempt to substitute OAmrian nutrition. 

Primarily, transplantation is employed for restoration of fertility 
after the removal of the OAmries, or to relieve distressing symptoms 
of artificial menopause folloAving panhystereetomy. It has been 
repeatedly shoAvn that, Avhere the uterus is intact, the transplantation 
of an ovary or piece of ovary after castration Avill maintain, for a 
time at least, the function of menstruation. Tuffier ahvays trans- 
plants ovaries in Avomen under 40, Avhere for conditions, other than 
malignant ones, he has performed a complete or partial hysterectomy. 
In one of his cases AA^hieh I observed at his clinic in Paris recently, 
he remoAmd the left OAmry and both tubes because of a bad pus con- 
dition. The right OAmry, Avhieh AA'^as normal, Avas also removed and 
inserted in an extraperitoneal pocket Avhich Avas made under the 
rectus muscle. Tuffier explained “that Avhen one OAmry and the tubes 
Avere removed for a pus condition, adhesions frequently formed about 
the OA’^ary Avhich AAms left and the result Avas much pain and discom- 
fort. He belicA’^ed it more satisfactory to transplant the normal 
ovary. He had had more than 300 such cases and found that these 
Avomen experienced regular menstruation for four or five years fol- 
loAving transplantation and the menopause then occurred naturally 
and Avithout serious S 3 *mptoms. The first menstrual period after the 
operation Avas delaj’ed for a time but the onl}'" disagreeable symptoms 
experienced bj’ the patient were a slight tenderness and SAvelling at 
tlie site of the abdominal graft and eAmn these minor discomforts 
A’anislied at the first postoperative menstruation.” Such an eminent 
authority as BiedP saj’s “that the experiments of several Avell-knoAvn 
scientists haA*e shoAvn that the presence of eA'en a portion of one oA^ary 
in anA' part of the hodA' is sufficient to maintain the complete an- 
atomical integrity and functional actmty of the genital organs.” 
HoAvever, I haA'e been unable to find any case, in medical literature, 
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wliere tlie grafting of ovaries lias succeeded in reestablishing men- 
struation after the normal menopause. 

In transplanting human ovaries various sites are selected, but 
for therapeutic effect alone the usual site is the abdominal "wall in 
the region of the rectus muscle, partly because the blood supply here 
is favorable for the graft and partly because the graft is more ac- 
cessible should the grafted tissue become cystic. Tuffier has trans- 
planted more than 200 grafts in the abdominal wall, outside the 
peritoneum, or in the subcutaneous tissue. In three cases he also 
grafted ovarian tissue in the posterior part of the mammary gland, 
his object being to discover a favorable anatomical ground which 
would supply permanent vitality to the graft. 

In my own cases where autogenous,® homogenous or heterogenous 
transplantation is for therapeutic reasons, I make a pocket behind the 
rectus muscle, insert the graft and anchor it in place lying on the 
deep epigastric artery and veins, in close proximity to lymphatic 
radicals — where it will not be likely to suffer traumatism. 

When the graft follows the removal of diseased ovaries (in non- 
malignant cases, with the uterus intact), for the purpose of fertili- 
zation, I remove the ovarian tissue from the mass and, when sur- 
rounded by septic material, employ the cautery or electric scalpel, 
afterwards excising the nearby tissue which may have become de- 
vitalized from the heat. I then slit open the fallopian tube, insert 
and bring into close relationship the graft, stitch a peritoneal or an 
omental flap or fold over the ovarian tissue and fasten it to the 
uterus or broad ligament. When the transplantation follows the 
removal of both ovaries and fallopian tubes, I graft the ovarian 
tissue to the stump of one of the tubes, or if there is enough normal 
ovarian tissue available, to the stumps of both tubes. 

In one instance, where I followed the autogenous implantation, 
after complete ablation of the ovaries and tubes for double salpingo- 
oophoritis, with pelvic abscess, the patient had twelve years of men- 
struation, a normal pregnancy and an uncomplicated menopause at 
fifty-one years of age, A detailed history of the case is reported 
at this annual meeting of the American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons.^® 

Another example is one in which, after panhysterectomy for mul- 
tiple fibroids, including one tumor as large as a grapefruit, I closed 
the peritoneum, made a pocket externally within the aponeurosis — 
extraperitoneally and behind the outer edge of the rectus muscle- 
placed the raw surface of the ovarian capsule against the deep epi- 


Iiemogenous or heterogenous in this paper, the 
terms are intended to be defined as follows: _ Autogenous: An implantation of self-produced 
tissue. Homognwusi A transplantation of tissue where the recipient and donor are geneti- 
cally related. Hetrropeiionr: A transplantation of tissue between recipient and donor where 
being andean animal transplantation of tissue between a human 
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gastric artery and veins and closed the aponeurosis, leaving the autog- 
enous graft in this position. The patient who was at the menopause 
at the time of operation and showed distressing symptoms of the 
climacteric, reports that during the year since the transplantation 
she has had 100 per cent more vitality and is no longer troubled with 
palpitation or hot flashes. Indeed, so striking is the change in her 
condition that she, as well as her relatives, comment on it. Psycho- 
logic effect has had nothing whatever to do with the improvement, 
as the patient was not told of the transplantation until recently. She 
was merely requested to watch for and report on any tenderness at 
the site of the graft, which might occur coincident with the time of 
her preoperative menstrual periods. This case would seem to prove 
that the ovary in its new site had gone on functioning — giving forth 
its internal secretion and stabilizing the entire organism. This has 
been borne out in many other of my cases. 

It is interesting to note that after the transplantation of an ovary 
for the purpose of fertilization, the graft, at first, apparently lives in 
its new surroundings by inhibition; it is not until vascularization is 
reestablished that the ovary is able to resume its ovulation. Tufiier 
says that the date of the first appearance of menstruation after the 
transplantation is of much importance, since he believes that if men- 
struation appears sooner than four months after the new graft is 
implanted, the flow is due to a piece of the original ovary which was 
not excised — and not to the new graft. My experience has been that 
in a number of cases, where there could be. absolutely no doubt of 
the total excision of the ovaries — ^followed by autogenous ovarian 
graft — a normal menstruation occurred within three months of oper- 
ation, one in six weeks. 

There is considerable question as to whether the heterogenous graft 
is ever as successful as either the autogenous or the homogenous. Of 
course, both the homogenous and heterogenous grafts are apt to suffer 
loss of vitality by preservation in physiologic salt solution between 
the two operations and many writers claim that ovaries preserved 
in cold storage are quicklj'- reabsorbed. For successful transplanta- 
tion between patients, the chief requisite seems to be simultaneous 
operation. The lack of success with the heterogenous transplanta- 
tions very naturally leads one to the question of whether grafting 
according to the donor law might not be advantageous in tissue trans- 
plantation as in skin grafting. During the war Crile demonstrated 
that skin grafting seems to take along blood law lines. In a report 
which I made to the United States Government in 1919,® I suggested 
that if the donor law is to apply to the transplanting of sldn, then 
when transplanting any tissue we should conform to the same law. 
It may be that this will make possible greater success in transplanting 
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suelL glands as the ovary and the thyroid. Investigation may prove 
that more favorable results are obtained in tissue transplantation not 
only when the graft conforms to the donor law but when it is in 
direct continuity with the veins and arteries as well. Direct vascular 
continuity in the transplantation of thyroid and ovarian tissue seems 
to offer a difficult but a promising field for future research. 

Tuffier says there are two phases of transplantation, which have no 
influence on the therapeutic value of ovarian grafts — ^the nature of the 
disease which necessitated the removal of the ovaries and the duration 
of the disease. Among his patients, where exeision of the ovaries 
was necessary and later ovarian grafting performed, were over one 
hundred suffering from salpingitis, some of these with suppuration 
at the time of operation, and many eases of multiple fibroids, extra- 
uterine pregnancies and a number of pathologic conditions — other 
than malignant ones. While the nature and duration of the disease 
exerted no influence on the grafts, the age of the patient, ‘ on the 
other hand had considerable effect on the therapeutic results. Foa 
demonstrated this point very clearly in his experiments with rabbits. 

The ovaries bear an important relation to the normality of the 
individual^® and an acute surgical menopause — the sudden ablation of 
the ovaries in women before the climacteric — ^is a much greater strain 
on the balance of the individual than the gradual withdrawal of this 
potent secretion by the natural senescence of the menses. There has 
long been an effort to obtain a drug to alleviate the morbidity of 
this period and the results of the ovarian extracts and their deriva- 
tives vary according to the viewpoint of the particular writer. In 
many cases of hypothyroidism, thyroid extract has proved of great 
benefit. Both Hertoghe^” and the writer have obtained highly suc- 
cessful results with thyroid medication and there are many authors 
who claim that equally favorable returns may be secured with the 
ovarian extracts, especially corpus luteum. But in thyroid therapy, 
above and beyond the temporary results obtained by thyroid medica- 
tion is the greater work accomplished by thyroid transplantation. 
In instances where the gland was transplanted from an animal to 
a human being or from a human to a cretin, and lived, the graft, 
after a time, degenerated or disappeared by atrophy, but in numbers 
of cases, as reported in an earlier paper,^^ there was marked improve- 
ment in the individual for a time after the engrafting of the thyroid. 
Transplantation of either ovarian or thyroid glands has secured re- 
sults beyond the point experienced by the use of glandular therapy. 
In this relation Biedl says: “The medical method is in reality a 
substitute for the surgical and is a less perfect and less certain 
imitation of natural measures. Where the extract is employed, only 
that proportion of the active substance which is, for the time being, 



498 THE AMERICAN JOURNAL OP OBSTETRICS AND GYNECOLOGY 

in tlie tissues and this is doubtless very small, becomes absorbed — 
while after transplantation the increase is incalculable because there 
is constant production.” 

Fi’om careful observation in numbers of ovarian transplantations 
and from the ivritten experiences of others in this field, the writer 
has drawn the following conclusions; 

(1) That the ovarian secretion is stimulant and tonic and that the 
sudden ablation of the ovaries in a woman before she has reached 
the menopause, without the substitution of an ovarian nutrient, may 
cause very distressing mental and physical symptoms. 

(2) That the transplantation of ovarian tissue, either autogenous 
or homogenous, has proved successful for both therapeutic and fer- 
tilization purposes in human heings as well as animals. 

(3) That for purely therapeutic uses an implantation may be effec- 
tive at any one of several sites but behind the rectus muscle, where 
the graft will he removed from points likely to suffer traumatism, 
but in close proximity to the vascular and lymphatic systems seems 
the most satisfactory site. 

(4) That for purposes of fertilization, where the ovaries have been 
removed and the uterus is intact, in a woman of child-bearing age, 
a normal piece of ovarian tissue grafted in continuity with the fal- 
lopian tubes, or at the stump of a tube, if the tubes have been excised, 
may live, form follicles and ova and a pregnancy be produced from 
the transplanted ovary. 

(5) That in the transplantation of ovarian tissue, the closer the 
relationship of the donor and recipient the better, though such re- 
lationship is not necessary for purely ilierapeuUc purposes. 

In presenting this paper the writer realizes that the whole sub- 
ject of endocrinology, both in its medical and surgical aspects is still 
in its infancy and that there is great danger of exaggeration and 
overstatement in tabulating conclusions, as is true in any new line 
of endeavor. However, the results so far obtained are sufficiently 
encouraging to warrant a firm belief that there is much of real benefit 
for humanity in this field of research. 
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THE SURGICAL TREATMENT OF CERTAIN PUERPERAL 

INFECTIONS^' 


By J. F. Baldwin, M.D., P.A.C.S., Columbus, Ohio 


A t THE meeting of tlie American Association of Obstetricians and 
Gynecologists in 1914, I read a brief paper on tbe treatment of 
puerperal tbromboplilebitis. (American Journal of Obstetrics and Dis- 
eases of Children, Volume Ixxi, No. 2, 1915.) My opening paragraphs 
read as follows: 


“While the average mortality of puerperal pyemia is ordinarily re- 
garded as between 67 and 75 per cent, it is probable that the mortality 
of pyemia due to infected thrombophlebitis, in which the veins of the 
broad ligaments, the internal iliac, or the ovarian are involved, is 100 
per cent; at least I have not been able to find any cases of recovery 
without operation on record in which such a lesion was demonstrated 
by subsequent operation or history. 

“The classical symptoms of infected thrombophlebitis are repeated 
chills, with corresponding wide fluctuations of temperatux-e, with di- 
rect evidence to the touch of involvement of the veins of the broad 
ligaments on one or both sides. It is possible, as in the case reported 
by Jellett, that there may be no evidence of involvement of the broad 
ligament, but such a condition is a rare exception. 

“Treatment of these conditions by vaccines and serums is quite 
uniformly conceded to be futile, and expectant treatment, if the diag- 
nosis is correct, means a mortality of 100 per cent.” 

In that paper I quoted from (1) J. Whitridge Williams, of Balti- 
more who, in a paper published in 1909, reported five eases in which 
he had operated, these five being embraced in a study of 56 cases from 
the litei'ature; (2) Hiram N. Vineberg, who had reported one case; 
and (3) Jellett, then Master of the Rotunda Hospital of Dublin, whose 
paper, published in August, 1913, presented quite an exhaustive dis- 
cussion with earnest recommendation for operative treatment. He 
repoi'ted five cases. In my paper I reported four cases. 


The treatment recommended by the surgeons from whom I quoted 
consisted in ligation of the infected vein or veins beyond the thrombus 
so as to prevent the escape of the infected material into the general 
circulation. In Vineberg ’s case he had in addition removed the uterus. 

In my own cases I had done a hysterectomy because in my judg- 
ment that operation would usually reveal the presence of much more 
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pathology than appeared in the infected veins and on the average 
■would give a larger percentage of recoveries. 

That these eases ■were absolutely surgical in character I felt was 
well established by the ■wiutings alluded to. Within a few years, 
however, certain writers, most of whom, pei'haps, are obstetricians 
rather than surgeons, have challenged this conclusion, and this has 
led me to make a review of the entire subject. 

These writers, some of them at least, have apparently failed to care- 
fully indmdualize their cases of puerperal infection. Thej’’ seem to 
put them all in one group and thus do not differentiate between the 
eases that tend to get well of themselves and those which without in- 
tervention are doomed to a fatal issue. 

Puerperal infection always follows some form of trauma by which 
an open surface is produced. A lacerated perineum or vagina, a 
lacerated cervix, or the raw surface left by the detachment of the 
placenta, is the avenue of infection. These infections may be divided 
clinically into five classes: 

(1) The infection is limited to the endometrium, and among the 
older VTiters was Imown as sapremia. The early constitutional symp- 
toms are quite similar to those of the more serious types of infection, 
as shown by chiUs, fever, sweating, etc., but they are usually accom- 
panied by a disturbance of the lochia, with a bad odor. Ordinarily a 
piece of retained membrane or placenta is responsible, and with the 
expulsion or removal of that substance the symptoms promptly sub- 
side. Most writers leave these cases to Nature, though if the symp- 
toms persist unduly the introduction of a wire loop, or better still the 
finger, with removal of the offending body, hastens the subsidence of 
the symptoms. “The establishment of proper uterine drainage, in- 
ducing retraction and contraction of the uterus, promptly controls 
this t 3 q)e of lesion and the fever subsides.”^ 

(2) The infection passes beyond the uterine cavity into the broad 
ligament where an abscess forms in the connective tissue, which in 
due time can be easily opened through the vagina with drainage and 
prompt recovery. Even ■without intervention such abscesses will usu- 
ally discharge in due time, but the delay is unnecessary and not de- 
void of danger. In this type of infection the bacterial invasion may 
possibly invade the Ijunphatics and thus extend into the surrounding 
connective tissue, reaching the peritoneum through the veins, and 
may result in the infection of class (5). The cellulitis in these cases 
frequentls' terminates in resolution. In that case the symptoms be- 
come less active, the mass is found hard and less sensitive, and in the 
end absorption takes place ■with complete recovery. The continuance 
of symptoms, increasing tenderness, and enlargement of the mass,^ 
indicate the presence of pus which should be evacuated. 
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(3) The infection goes to the pelvic peritoneum, by the lymphatics 
or through the tubes, and a pelvic peritonitis results with a collection 
of pus in the culdesac. In these eases adhesions usually form above 
the seat of infection, and the abscess can be readily opened by a free 
incision at the vault of the vagina, or without operation will perfo- 
rate itself and discharge into the bowel, bladder, or vagina. These 
abscesses may assume huge proportions but the patient recovers 
promptly when drainage has been accomplished. 

(4) The infection involves the subperitoneal connective tissue, and 
forms what some of the older writers described as “dry peritonitis.” 
It resembles very closely phlegmonous erysipelas. The pus appears as 
a sheet lying under the entire pelvie peritoneum, and extending in- 
definitely upward. Drainage is impossible, and death always results 
promptly. 

.(5) This is the class of cases considered in this discussion. It. em- 
braces the infections of the pelvic veins and other infections not 
included in the other classes. Through the placental site usually, 
though the infection may enter at any other point, a phlebitis devel- 
ops of the veins of the broad ligaments, and extends possibly into all 
of the pelvic veins, but is most serious when it involves the ovarian 
veins since these veins discharge on the right side directly into the 
vena cava, and on the left into the vena cava through the renal vein. 
If the involvement does not result in a purulent breaking down of the 
blood clot, resolution takes place, with prompt amelioration of symp- 
toms and recovery, as is seen so generally in that form of phlebitis 
so well known under the old name of milk leg, or phlegmasia alba 
dolens. If infection takes place, however, then, as so graphically 
described by Murphy, the disease progresses from bad to worse, and 
a fatal result, unless there is intervention, is inevitable. 

In this type of infection the initial symptoms are identical with 
those of the less serious types, but they do not subside. As a rule 
there will be repeated chills, wide excursions of temperature, much 
sweating, great prostration, rapidly developing anemia, and if the 
clot breaks loose and goes to the heart the usual symptoms of infected 
embolism. 

Vaginal examination shows a failure in normal involution of the 
uterus, with marked tenderness on one or both sides or behind the 
cervix. Sooner or later a mass can be felt at one of these points. 
This may be well marked, or may be felt like a cord passing across. 
(I have never felt the “worm-like mass” mentioned by Williams, but 
that such a mass might be felt in certain cases is beyopd question.) 
This mass must be differentiated from mere cellulitis in the broad 
ligament b 3 '' the constitutional symptoms and the condition of the 
patient, but such a study of the patient, and careful digital study of 
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the pelvis, should enable a diagnosis to be promptly reached. While, 
as shown in the histories, careful examination will almost invariably 
give eAudenee of infected Amins, it is possible that such Amins might 
be out of reach and the diagnosis could then be made only from 
the history of the patient and constitutional symptoms. Although 
Polak^ states that in these eases there is little or no leucocjdosis, such 
has not been mj^ experience as shoAA'n by eases reported in this paper. 

The prognosis is praetieall 3 ^ hopeless, except as to a possibility of 
a veiy limited extent of infection. These eases are usually chronic 
in tj'pe, but occasionally a fulminant ease appears in AA^hieh a fatalitj’' 
is absolutelj’- ineAutable. As in tuberculous meningitis, if the patient 
does not die it is much more reasonable to assume that a mistake has 
been made in diagnosis than that reeoAmry has occurred. 

C. Jeff Miller,® of Noav Orleans, gives an exhaustive report on cases 
of puerperal pyemia. He gives a summary of 188 eases in Avhich the 
operations Avere limited to the veins: 108 died, a death rate of 57 per 
cent. Excluding 15 eases opei’ated upon per vagivam, we have 173 
eases with 95 deaths, a majority of 55 per cent. As he reports sev- 
eral cases in Avhieh the end result Avas not stated, and in AAdiich we 
may doubtless assume that death occurred, the real operative death 
rate could not be much less than 60 per cent. 

Ligation of the ovarian vein beloAV its entrance into the vena cava 
or renal Amin, requires necessarily a dangerous amount of manipula- 
tion of the Amin Avith the graAm danger of loosening the clot during 
manipulations and forcing it at once into the circulation. If this acci- 
dent does not occur, the infected thrombus is left behind Avith all the 
risks that its presence implies, and a study of the pathology, as dem- 
onstrated in my oAvn cases, shoAvs that it is very seldom that the in- 
fection is limited to this one Amin, or to the adjacent Amins, but that 
it inAmhms Amrj'^ extensiAmly the pehuc Amins in general, and Amry 
frequently the sinuses and Amins in the AAmll of the uterus. 

As the cases reported by Miller were treated by ligation of the 
infected ovarian Amins, it is reasonable to assume that the more ex- 
tensive infections present in most of my cases were not present in 
the cases collated by him and that if the more radical operation had 
been performed in his cases the mortality would haAm been much less. 

During the time embraced by the operations detailed in this report, 
maiiA- other cases of puerperal sepsis Avere seen in Aidiich careful re- 
moA'al of the placental debris was required, and othei’s in AA'^hieh it 
became necessary to open the A’ault of the Amgina, or drain abscesses 
in the broad ligaments through the A’agina or aboAm the pubes. 

As I had quoted in m3’ original paper from the papers of Drs. Wil- 
liams and Vineberg and of the Master of the Rotunda Hospital at 
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Dublin, I wrote to these three asking as to their present attitude 
toward these operations, and here quote from their replies . 

Dr. J. Whitridge Williams, Professor of Obstetrics at the Johns 
Hopkins (February 23, 1922), writes in regard to puerperal thrombo- 
phlebitis: “I have had no experience with the method since my 
contribution in 1909. At that time I was very much impressed with 
the benefits derived from the operation, and should have used it in 
other cases had opportunity arisen.” 

Dr. Hiram N. Yineberg, under date of March 18, 1922, writes in 
regard to the operative treatment of septic thrombophlebitis: “I am 
still convinced of its value in properly selected cases, and when it is 
not too long deferred. When to intervene, and when not to intervene, 
is frequently a very delicate point to decide, hence the difiSculty of 
laying down definite indications. For the past couple of years I have 
had no occasion to operate, but within the last few months I have had 
a very unusual, and in my experience unique, case of septic thrombo- 
phlebitis complicating a large fibroid tumor. At the operation the 
left infundibulopelvic ligament seemed slightly infiltrated, but it did 
not occur to me that the vein was the seat of septic thrombosis, as was 
disclosed at the autopsy. The chills and fever existing prior to the 
hysterectomy persisted afterwards, and continued until her death 
twenty-five days later. In view of these facts I soon arrived at the 
conclusion after the operation that I had to deal with a septic con- 
dition probably of the left vein, and desii'ed to re-open the abdomen ; 
but I could not get any consultant to concur with me, and in conse- 
quence had to abandon the idea. The autopsy revealed the left ova- 
rian vein the size of one ’s thumb, filled with a purulent thrombus and 
lying in a bed of pus. Its removal would have been easy and in all 
likelihood the patient would have recovered.” 

In a letter from Gibbon Pitz Gibbon, Master of the Rotunda Hos- 
pital, Dublin, under date of March 14, 1922, after speaking of Dr. 
Jellett’s report, he says; “Since I took charge here I have not met 
a case which suggested septic venous thrombosis. The acute septic 
eases which I have had to deal with have either recovered, or the ones 
that died were of general infection without any effort at localization. 
If a case does localize in the pelvic veins I have no doubt the removal 
of the focus would be beneficial and probably the only hopeful treat- 
ment. ^ I have opened a couple of cases but they have turned 

out to be local collections in the appendages with the pelvic veins free. 
Still they were eases in which recovery was greatly helped, or even 
resulted, from removal of the focus. This seems only rational, but 
the localization in the veins in severe cases I think is rather the ex- 
ception than the rule.” 

In addition to the above expressions I have received numerous oth- 
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ers from obstetricians and surgeons who read the original paper, or 
wbo are familiar with the points at issue. 

Dr. George Clark Mosher, Kansas City, Professor of ■ Obstetrics, Uni- 
versity of Kansas (March 17, 1922), writes: “I am comdnced that 
your method of treatment of thrombophlebitis is correct. I believe the 
only technic offering any hope to these patients is embodied in your 
paper.” 

Dr. H. 'Wellington Yates, of Detroit (March 16, 1922), writes: "I 
never had but three cases of thrombophlebitis that were recognized 
as such. These three were all operated, all three having a hysterec- 
tomy with removal of the thrombus after tying. Two of the three had 
septic processes within the uterine wall, and in all the thrombi were 
infected and broken down. One case died within a few days, one 
made a prompt recovery without incident, and one had a slow recov- 
ery with a stormy time.” 

Dr. A. J. Ochsner, Chicago (February 28, 1922), describes some 
cases in which he resorted to constitutional and local treatment, and 
which recovered. His observation in regard to the cases is: “Their 
recovery made me think that probably my diagnosis had been wrong.” 
He has seen but one case in which he thought operation indicated, 
but that patient was moribund, and no operation advised. 

Dr. C. L. Bonifield, Cincinnati (March 9, 1922), writes he has never 
seen a case of the type in question but adds: “I think that the treat- 
ment which you institute is rational, and the results certainly com- 
mend it.” 

Dr. W. P. Manton, Detroit (March 12, 1922), vrrites that he has 
never had one of the advanced cases, but has opened from below in 
several early cases, his patients making good recoveries. He suggests 
the. advisability of very early operating in these cases, so as to fore- 
stall the more serious condition, and adds: “'Where the uterus is 
fiUed with small multiple abscesses the question of hysterectomy is 
answered. ’ ’ 

Magnus A. Tate, of Cincinnati (March 10, 1922), VTites: “If a 
case be at all operable I believe surgical interference is justifiable, 
and b 3 ’’ this I mean ligating the vessel above the thrombus and not 
opening the vein, the uterus to be removed according to whether the 
indications point toward the invasion of the muscular wall.” 

Dr. Asa B. Davis, New York Ljdng-In Hospital (March 16, 1922), 
writes that last j’^ear they had in the hospital 5095 confinements, with 
46 deaths. They have tried pretty much everything in the way of 
treatment in these cases except operation. At present the treatment 
consists in “sending such patients to the roof and forgetting them.” 
He adds: “They usuallj’- run a rapidly fatal course, or a long drawn 
out one, and many of them recover.” 
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A careful examination of these cases would almost certainly enable 
one to determine in wliicb class each should he placed, and to insti- 
tute appropriate treatment. 

If all cases of puerperal infection, without any discrimination as 
to their character, are treated expectantly, an enormously large pro- 
portion will undoubtedly recover. Thus Cragin* in twenty thousand 
obstetrical cases found 2155 cases of infection. Of this number 1902 
were eases of sapremia, all of which recovered from the infection. 
Among the 253 cases of bacteriemia there were 54 deaths, but he 
does not give details as to the immediate cause of death in these eases. 

The late John B. Murphy,® of Chicago, in quite a full description 
of pelvic infections, mentions a case which he saw eleven days post- 
partum. The professor of obstetrics and gynecology with whom he 
saw the ease in consultation was not anxious as to the outcome, but 
Dr. Murphy, with his broader knowledge of pathology, gave a fatal 
prognosis though the obstetrician thought her “fully out of the dan- 
gers of her confinement.” A little later the patient developed infarcts 
and emboli, and Dr. Murphy adds: “That primary clot had passed 
through her veins from a phlebitis. It was septic. ^ That is 

the type of infection where the vein is involved.” Again, “when the 
infection is carried into the broad ligament, with its many large 
veins present during gestation, a phlebitis or paraphlebitis may oc- 
cur, — a septic phlebitis, I mean, — forming a thrombus and even em- 
boli, and these septic emboli may be carried through the patient’s 
system. You may have the venous type. Here you have a thrombo- 
phlebitis.” “Let us come to the next type of infection which 

occurs on the uterine surface. The most common position in the uter- 
ine cavity for serious infections to take place is on the placental base. 
When it does take place on the placental base, what has been separat- 
ing the blood of the mother from the placenta? That thin layer of ' 
membrane. In the case of a virulent infection the microorganisms 
penetrate the membrane and you have infection in the vein, followed 
by thrombophlebitis, septic emboli, septic infarcts, endocarditis, and 
death.” 

Dr. E. P. Davis,® Professor of Obstetrics at Jefferson, recommends 
operative treatment in suitable cases. *‘With abdominal incision an 
accurate diagnosis can be made, foci of infection intelligently dealt 
with, and free drainage secured. Some most unpromising cases will 
recover with this treatment.” 

Henry Jellett,^ late Master of the Rotunda Hospital, Dublin, who 
has had a large experience in the treatment of these pelvic infections, 
in speaking of these operations, says: “In eases of well-established 
pyemia in which thrombosis is present, they offer what is probably 
the only chance of saving the life of the patient, and in quite a number 
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of eases they are sueeessf ul. ” If the ovarian veins alone are infected 
he advises their removal, if the uterine veins alone, ligation or ex- 
tirpation. If both are involved, panhysterectomy, and hysterectom}^ 
if there is no obvious thrombosis found. 

Charles Jewett® recommends hysterectomy in cases of abscess in 
the uterine wall, and exceptionally in putrid endometritis. He has 
had some “most satisfaetorj’-” results in some of these cases from 
ligation of veins in thrombophlebitis. 

In Surgery, Gynecology and Obstetrics, April, 1922, page 327, is an 
abstract of an article by T. Roos,® on the treatment of puerperal sep- 
sis. The author discusses the treatment of puerperal sepsis, with 
special reference to the work done in the last few years at the Hess 
Midwife Institute in Mainz. In view of the severity of the infection 
he thinks that no remedy should be left untried which offers any 
promise of success whatever. He decries any sort of local treatment. 
He thinks that removal of the infected organs through the abdomen 
or vagina will usually fail because of the entrance into the operative 
wounds of virulent bacteria. This he thinks can rarely be prevented. 
He favors (1) opening of abscesses in pelvic connective tissue; (2) 
incision, irrigation and drainage in diffuse purulent peritonitis; (3) 
ligation of veins in thrombophlebitis. 

As none of my sixty-seven eases developed operative peritonitis, ow- 
ing I think to the more or less complete preoperative sterilization by 
iodin of the vagina and endometrium and pai’ticularly to the closing 
off of the pelvis from the abdominal cavity by swinging around the 
sigmoid, I cannot but feel that Dr. Roos’ objection to hysterectomy 
is ill-founded, though other writers express the same fear. 

In the abstract department^® of Surgery, Gynecology and Obstetrics 
of May, 1922, p. 363, is an interesting revieAV of the prognosis and 
treatment of puerperal infection, by Marcel Arnaudon, of Paris, who 
refers particularly to the studies of Couinaud, Potvin, Cotte, Cadenat 
and others. It is evident from this paper that these infections fol- 
lowing abortion are regarded as more serious than those at full term, 
because of the frequency of criminal intervention. Treatment by 
serums and vaccines seems to have been of little or no avail, certainly 
not in the virulent tj^pes. Potvin, Cotte and Cadenat are particularly 
referred to as advising hystereetomj'’, but all agree as to the impor- 
tance of making a diagnosis early in these cases, at which time a hys- 
tei'ectomy would give the most favorable results. Cadenat agrees 
with Paure in advising intemmntion after twenty-four hours, if the 
uterus is found empty and there is no amelioration of symptoms, but 
the rapid pulse continues with fever and chills. 

De Lee,^’^ in speaking of pus cavities from parametritis says that 
unless they are freely evacuated the patient may pass into a condition 
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called by tbe older writers “liectie” and may die of exhaustion, hav- 
ing wasted to a skeleton. “Rapid disappearance of the symptoms 
follows on proper drainage of the abscesses.” He regards ligation o 
the pelvic veins as an operation on probation. 

He specially recommends^^ hysterectomy with free vaginal drainage 
when the nterns is riddled with abscesses. As to that operation, he 
says (p. 906): “If we could tell w'hen the infection is likely to pass 
the line of safety, we would know when to remove the uterus, and 
experience has shown that uteri are usually removed too late to do 
any good.” He has never had any personal experience with the 
operation. 

One of the leading opponents of the surgical treatment of puerperal 
infection is Prof. John O. Clark, of Philadelphia, who distinctly ad- 
vises the discarding of all such treatment in these eases. He does not 
say that he “puts these cases on the roof and forgets them,” but he 
makes no classification of them and states that as “all roads lead to 
Rome, ’ ’ classification is unnecessary as there is no surgical treatment. 

(Since Prof. Clark is from Philadelphia it might be well to bear in 
mind, incidentally, that when Oliver Wendell Holmes published his 
famous essay demonstrating the contagiousness of puerperal fever, 
he was most virulently attacked by Drs. Meigs and Hodge, of Phila- 
delphia, who were professors of obstetrics respectively at Jefferson 
and the University, and that these same professors fought Sir James 
Y. Simpson in his advocacy of anesthesia in labor, saying “Pain in 
labor is a God given experience,” and “To interfere with labor pains 
is flying in the face of Providence.” We should also remember that 
Prof. Samuel D. Gross made vigox'ous opposition to Lister’s advocacy 
of antiseptics, and that Prof. J. William White strongly opposed any- 
thing like routine surgical interference in appendicitis cases.) 

In his book on Obstetrics, De Lee states that puerperal infection 
kills one in four hundred women delivered of full term children, and 
leaves as incurable invalids at least ten times this number. 

Barton Cooke Hirst, with a very large experience in puerperal 
infections, is a staunch advocate of surgery in eases requiring it. He 
says that the surgeon ivho operates must hold himself “in readiness 
to perform any of the pelvic or abdominal operations that may be 
found necessary when the abdominal cavity is exposed to view and 
to touch.” Operative intervention is “demanded most frequently for 
localized suppurative peritonitis; - for suppurative salpingitis 

and ovaritis; for suppurative metritis, especially at the cornu 

for abscesses in the pelvic connective tissue ; for infected abdominal 
or pelvic tumoi’s.” 

Operation, he says, is not indicated simply because of symptoms, 
but because there is “some demomstrable evidence of intrapelvic or 
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abdominal inflammation, necrosis or suppuration. 
forms it must be reached and evacuated irrespective of its situation. 
® * * 111 favorable cases distinct signs of improvement manifest 
themselves in a few days, and the course of the disease is compara- 
tivelj'- short. The mere protraction of septic symptoms is itself sus- 
picious, along loitli local signs of inflammation.’’^^ 

?? e =» <<i^ ig gg£g puig jiq£ open the abdomen of a puerpera 
for sepsis unless there are physical signs of inflammation in the abdo- 
men or the pelvis.”^® 

Dr. Hirst advises that when infected pelvic tissues have to be in- 
cised “the cut edges of the broad ligaments should be allowed to 
gape; and the whole pelvic cavity should be fllled with gauze” and 
drained by a glass tube at the lower angle of the incision. My tech- 
nic differs from his only in covering the gauze with the sigmoid to 
protect the abdominal cavity, and in draining through the vagina. 
In speaking of infected and infiltrated broad' ligaments, or foci of 
suppuration and infection in the uterine body. Dr. Hirst says. “The 
only hope for the patient in such cases lies in the entire removal of 
all infected areas. There may also be such a widespread 

suppuration and disintegration of the broad ligaments, with tubal 
inflammation, that it is easier to remove all the infected area and to 
control hemorrhage by a hysterectomy. ^ ^ There can be no 

doubt as to the necessity of hysterectomy in cases brought to the 
author’s clinic every year and saved by this operation. Suppurative 
metritis, ulceration of the placental site, streptococcic necrosis of the 
myometrium, spontaneous rupture of the uterus followed by infec- 
tion, necrotic fibroids are the conditions demanding hysterectomy. 

In a personal communication from Dr. Hirst, dated September 6th, 
1922 (in response to his receipt of a report of my 67 cases and a pre- 
liminary sketch of my paper), he fully approves of the views ex- 
pressed in the last edition of his work, stating that those views are the 
result of some thirty years of special experience in this sort of cases. 
Some ten years ago an assistant looked up the records and found that 
he had operated on a very large number of cases of puerperal infec- 
tion of all sorts, and that number would be much larger if investigated 
at the present time. 

He says; “The indifference to the operative treatment of cases in 
M'hieh operation is really indicated is due to the indisposition of most 
hospitals to admit such cases. I have a special department which is 
usually full of cases from the outside as it is known that I wish them 
for purposes of study and teaching. I entirely agree with the views 
you express and hope they will more generally prevail as I am sure 
they are correct. * « e The women you have operated upon I am 
convinced would have died without the operation. What chance have 
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streptocoecie necrosis of tlie myometrium; cornual abscesses; intra- 
peritoneal suppuration, or pelvic abscesses?” 

One of the most prominent surgeons in the East, to whom the cases 
and paper mere submitted but mho does not mish his name to be used, 
mrites; "I have carefully read your paper and reports of eases and 
I am of the same opinion as yourself. Dilly-dallying, pussy-footing, 
and incompetency on the part of gynecologists are responsible for 
much.” 

According to Jellett, of the Rotunda Lying-In Hospital, Sippel and 
others, the death rate mithout operation in the class of cases described 
in this paper is practically 100 per cent. In a large consultation prac- 
tice I have seen many cases of puerperal infection. Most of them 
mere eases of simple sapremia, many of mhich developed marked 
sj^'mptoms of infection mith chills, fever and smeating, but mitb prompt 
reeoverj'’; though occasionally there developed a pelvic abscess, either 
in the culdesac or in the broad ligament, mhich required opening 
through the vagina. The others, homever, mith quite similar symp- 
toms but mith different pelvie conditions, invariably died of sepsis, 
usually after the lapse of several meeks. hv not a single instance of 
the serious type was there recovery. During a surgical experience, 
the magnitude of mhich is indicated by carefully kept records of 
nearly 15,000 abdominal sections, and mith histories of many thou- 
sands of patients upon mhom no operations mere made, I have many 
records of patients mho recovered from simple puerperal infection, 
but not a single one of recovery in whivh the history indicated an infec- 
tion of the character discussed in ihis paper. 

The hopelessness of the type of infections in Class 5, has appar- 
ently almays been recognized by experienced obstetricians and sur- 
geons. Thus, a quarter of a century ago, Egbert H. Grandin and 
George "W. Jarman'® mrite as folloms; “Unfortunately, septic me- 
tritis, salpingitis, and oophoritis, mhen developing during the puer- 
perium, are of such a virulent type and the associated general sys- 
temic infection is so profound that me can expect but one result, no 
matter mhat the therapeusis, and this result is death. There 

are nom and then recorded cases mhere aggressive surgery has re- 
sulted in ultimate recovery. « « « The object of the operation 
being to remove from the body the source of the systemic infection, 
ablation of the involved organs must be thorough; that is to say, 
^ ® ® the entire uterus mith the appendages must be removed.”. 

It seems to me evident, therefore, that recoveries, if they ever oc- 
cur, are so rare that every such patient mho recovers after a surgical 
operation omes her recovery absolutely to that operation, and that 
no matter mhat the operative mortality may be, each such patient is 
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entitled to the benefit of operation if any competent operator is at 
hand. 

The cases reported embrace all upon -which I have operated. The 
original notes are much fuller in detail, but the salient points appear 
here with sufficient fulness. (The figures following the numbers refer 
to the full histories, -which can be furnished to any one seeking com- 
plete details. The names of the attending physicians are omitted for 
manifest reasons, but the eases -were referred to me by fifty-eight dif- 
ferent physicians.) 

During the past j^ear, while preparing this paper, I have taken par- 
ticular pains to discuss the subject Avith many physicians, individually 
and in groups as I meet them, and almost invariably I get reports of 
isolated eases of Class 5, but in all of them Avithout exception a fatal- 
ity ensued, barring one in Avhich hysterectomy Avas done Avith com- 
plete reeoAmry. 

As my statistics. shoAV 47 recoAmries out of 67 cases, I feel that there 
can be no question as to the propriety of operatiAm intervention, or 
as to the great benefits to be expected from that intervention. IMy 
death rate could easily have been made better by refusing to operate 
on seA’-eral of the Avorst cases, and yet one of the Amry Avorst, as indi- 
cated by her condition and history (No. 34), made a prompt recovery. 
That seA'^eral of those that died Avould liaA^e recoA'-ered had there been 
earlier intervention, as in Nos. 3, 20, 58, etc., or had the operation 
been more radical, is self-eAddent. 

If the operations adAdsed by those AA'ho haA’^e merely ligated the 
thrombosed Amins, Avith a mortality of 60 per cent, are justifiable, then 
certainly the more radical operation, usually for more serious con- 
ditions, AA'ith a mortality of less than 30 per cent, is beyond question 
adAusable. 

The technic used in all these cases, Aidien not otherAvise specified, 
consisted in making a panhysterectomy by the method described by 
me in a paper read before the American Association of Obstetricians 
and Gynecologists at Indianapolis, September, 1916.^® The important 
features of that operation in this class of cases consist in: 

(1) The patient should be placed as a rule in the Trendelenburg 
position, after thorough cleansing of the A'agina and sterilizing of 
A'agina and uterine caAdty by injecting tincture of iodine. (2) Un- 
usual care should be exercised after the abdomen is opened to build 
a coffer dam to protect the general abdominal caAdty. (3) After the 
parts are sufficiently exposed the infected A’-eins should be cut across, 
but slioidd i\ot he ligated, since absolutely free drainage is desired. 
(4) The arteries .should be isolated and ligated as necessary, and cat- 
gut only should be used since silk ligatures become infected and might 
materially retard conA'alescence. (5) Where the culdesac is unusually 
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deep the posterior vaginal wall should he split doivn so as to secure 
better drainage. (6) Attach the round ligaments to the vault of the 
vagina on each side so as to hold it up during the healing process. 
(7) Pass an iodoform gauze fluff down into the vagina, leaving most 
of the material to lightly fill the pelvis. (8) Over this swing around 
the sigmoid colon and attach it around the pelvic margin so as to 
make a complete floor of the abdomen and roof of the pelvis. In this 
way there is little risk of a general peritonitis, while the pelvic drain- 
age is amply provided for, including the drainage into this gauze fl.uff, 
and then into the vagina, of the infected thrombosed veins. This 
gauze fluff is left in place for one week and then withdrawn. The 
open vagina gives ample drainage, and healing takes place rapidly. 
If, as was done in several cases, the uterus is not removed, the eulde- 
sac is widely opened into the vagina, the end of the gauze fluff intro- 
duced through that opening, and the rest of the technic as before. 

Hysterectomy, under the conditions present in these infected cases, 
is not an operation for a tyro or for the operator whose abdominal 
work is practically limited to cesarean sections. The patient is in 
poor condition to withstand a prolonged operation and about thirty 
minutes should be the limit if satisfactory results are to be secured. 

CONCLUSIONS 

Without operative intervention, all of these patients die. In 
those rather rare cases in which the disease is practically limited 
to the ovarian veins, ligation of the veins above the thrombus is 
feasible, but the death rate, as shown by Miller, is not less than 60 per 
cent. Radical operation with free drainage of all the infected veins, 
and usually with hysterectomy, according to the results obtained in 
sixty-seven consecutive cases, gives a death rate of a little less than 
30 per cent, or about one-half that of ligation, and that, too, in a more 
serious class of cases. 

Puerperal infection, in brief, is simply wound infection, and should 
be treated on general surgical principles. The puerperal state confers 
no immunity but rather the reverse. All surgeons recognize the 
p-avity of a neglected palmar abscess, or a wound received in operat- 
ing or dissecting. Ear specialists long ago learned the vital impor- 
tance of cleaning out, with ligation if necessary, the thrombosed inter- 
nal jugular vein in ease of lateral sinus infection due to disease of 
the mastoid; and there is certainly a striking similarity between an 
infected thrombus in the jugular and the same in the veins of the 
pelvis. 

In all of these, and many similar, conditions what old Professor 
Joseph Pancoast used to call the “antiphlogistic touch of the thera- 
peutic knife” is recognized as of absolute therapeutic importance. 
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GONOCOCCUS AETHRITIS IN PREGNANCY'' 

By Grandison D. Royston, M.D., St. Louis, Mo. 

G onococcus arthritis, it is stated, occurs in from 2 to 5 per cent 
of all cases of gonococcus infection and is regarded by Osler^ as 
the most damaging, disabling and serious of all gonococcus compli- 
cations. That this complication is less prevalent in the, female is 
well illustrated by a series of 252 cases reported by Northrup,^ in 
which 230 cases occurred in the male. 

Norris® mentions that in a series of 50 cases at Johns Hopkins Hos- 
pital, only seven were in the female. It is rather a surprising fact 
that in the Gynecological Service at the "Washington University Dis-. 
pensar}^, I can recall no case of gonococcus arthritis in dispensary 
patients, nor has there been any gynecologic patient admitted to 
Barnes Hospital since 1914 to the present time, in whom there was 
present a complicating gonococcus arthritis, or one in whom such a 
lesion made its appearance during the course of the patient’s hospital 
stay. Considering that there are numerous cases of acute, subacute 
and chronic gonococcus infections seen annually in these services, 
gonococcus arthritis is rather conspicuous by its absence. 

Norris, in his elaborate monograph on gonorrhea in women, dis- 
cusses systemic gonorrheal infection at considerable length. He de- 
scribes gonococcus arthritis as merely a local manifestation of 
a general infection, the gonococcus being transmitted by the blood 
stream from the primary focus. 

•Read at the Thirt^'-fifth Annual Meeting of the American Association of Obstetricians, 
Gynecologists, and Abdominal Surgeons, Albany, N. Y., September 19-21, 1922. 
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Lindermann/ iu 1892, was the first to demonstrate gonococci m 
purrSre from a case of gonococcus arthritis and thus positively 
established the cHnieal existence of this condition. ^ 
thritis usually becomes manifest during tee ® ° ^ 

orio^mal infection, usually from two to eight weeks after the onset ot 
the'initial infection, and attacks more than one joint in over two-thirds 


of the eases. 

Thayer and Blumer,^ in 1896, were first to demonstrate the gono- 
coccus in the blood in a case of endocarditis during life, and at au- 
topsy were able to demonstrate the gonococcus in the vegetations on 
the mitral valve. That the origin of the infection in their case was 
the uterus and the vagina was demonstrated by the presence of gono- 
cocci in smears from the vagina and uterus taken at autopsy. Norris 
states that since this report numerous observers have recovered or- 
ganisms from the blood and gonococcus septicemia has been estab- 
lished as a clinical entity. 

Norris® tells us that Lofaro, in studying the blood of 67 cases of 
genital gonorrhea was able to demonstrate the gonococcus in the 
blood of 39. Lofaro believes that it is only where extremely viru- 
lent bacteria are present, or where the soil is especially suitable, that 
the gonococcus can enter or thrive in the blood. The same investi- 
gator points out that a loss of continuity in the surface at the site 
of the original infection is a predisposing factor to gonococcus septi- 
cemia. He also feels that iu many instances the gonococci have dis- 
appeared from the blood stream when the joint lesions develop. 

That gonococcus arthritis occurs only rarely in pregnancy may be 
assumed because there is no particular detailed reference to such a 
complication in our modern textbooks. To my knowledge, no great 
number or series of cases of this character has been reported. This is 
all the more astonishing when one considers how frequently gonococci 
are found in the vagina of pregnant clinic patients, and also when 
we consider that the changes which occur in the vagina and cervix 
during pregnancy should he the most suitable for the growth of the 
gonococci and the spread of the infection. 


In considering gonorrhea in pregnancy there is little or no mention 
of widespread infection occurring during this time. In the literature 
regarding the dangers of gonorrheal infection chief emphasis is laid 
upon the renewed activity at the time of labor with the resulting 
puerperal infection and the occurrence of ophthalmia neonatorum- 
urther mention is made of the danger of the infection reaching the de- 
cidua during the early months of gestation, resulting in gonococcus 
dcciaurtis, frequMlly causes the tcrmmatiou of the pregnancy. 

““Mrence ot gonorrhea during pregnancy 
shonld nercr be regarded lightly. He emphasizes the danger the 
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infection clnring labor and the puerperinm, and informs us tliat in 
rare instances widespread infection occurs, as tlie fatal cases of gon- 
orrheal endocarditis observed in the Johns Hopkins Hospital and 
reported by Dabney and Harris’’ and J. T. Smith® illustrate. The ease 
reported by Dabney and Harris is certainly a good example of a vdde- 
spread gonorrheal infection during the puerperinm. The patient was 
an unmarried girl, 19 .years of age, who died about 24 hours after ad- 
mission to the hospital, 26 days after a full-term deliveiy. The case 
was regarded as an ordinary puerperal infection, although intracel- 
lular diplocoeci were found in the uterine smear. The uterus was 
apparently well involuted and the adnexa were negative. The high- 
est temperature was 103° P., and on auscultation over the apex of 
the heart, both sounds were replaced bj’’ murmurs. At autopsy the 
uterus was large, soft and someivhat congested, but there was no 
evidence of inflammation. Microscopically there was found consid- 
erable round-cell infiltration betiveen the muscle bundles. Sections 
stained for bacteria were negative. There were present extensive 
A^egetations on the aortic Amlve and also to some extent, on the tri- 
cuspid valve. Cultures from the A'egetations yielded the gonococcus, 
streptococcus pyogenes and the bacillus coli communis. The tricuspid 
vaHe yielded no gonococci. 

According to Lea,® Halle, Jardine and others haA’^e reported cases 
in AAdiieh the gonococcus Avas found in pure culture in the puerperal 
uterus, in the joints and on the A’^aHular A'egetations in ulcerative 
endocarditis. When it is recalled that numerous obserA’’ers eonserva- 
th’ely estimate that the gonococcus is found in 5 to 10 per cent of the 
Amginae of puerperal Avomen in hospital practice, and also that in the 
cases of puerperal infection Amrious obserA^ers gh'^e the gonococcus as 
the cause of the infection in from 5 to 33 per cent of such instances, 
it is rather surprising that Avidespread Adrulent infections do not oc- 
cur much more frequently at this particular time. 

De Lee’® states that in gonorrhea during pregnancy, due to the 
succulence of the tissue, the gonococcus attacks the Amgina and AUiHar 
epithelium in addition to the urethra, A'uh’ar glands and cerA'ix. The 
A'agina is thick and granular like a nutmeg grater and bleeds easily 
on touch ; the ceiwix is sAvollen, eroded and easily vulnerable. De Lee 
further states that acute gonorrhea in gestation can cause rheuma- 
tism, Avith disorganization of the joints of the AAuist, knee, hip, etc., 
and even endocarditis and general septicemia. , • 

Norris points out that pregnant Avomen are more susceptible to 
gonorrheal infection than their nongraAdd sisters, because of the in- 
creased blood supply to the genital organs and the softening of these 
structures incident to gestation. Norris states that gonorrhea is ex- 
tremly frequent in pregnancy. He quotes several observers who give 
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US information regarding tlie frequency of gonorrhea in the Pregnant 
woman. Gurd“ isolated gonococci from the vagina of 52 out of lid 
pregnant women applying at a dispensary for ti’eatment for pelvic 
pain. Leopok?== contends that 20 per cent of pregnant women have 
gonorrhea. Stevenson^^ found 18.4 per cent infected, in a series of 
1101 pregnant women. Sanger, BurehardG® and Lomer^® place the 
figure at between 15 and 30 per cent. Zwow"^ found the gonococcus 
in 75 out of 130 pregnant women. More recent observers, Taussig, 
Harrar’^® and othei'S, find gonococci present in 5 to 10 per cent of the 
eases. Recently I examined smears from 100 consecutive admissions 
in the prenatal dispensary and was able to demonstrate the gonococ- 
cus in only 3 cases. In view of the fact that from time to time seri- 
ous widespread, systemic infections of gonorrheal origin occur dur- 
ing the puerperimn, it is very important to be ever on the lookout 
for gonorrheal infections in the prenatal clinic. Many clinics, no 
doubt, take routine smears: judging from the high percentage of 
positive findings by many observers, such a procedure would seem 
necessary; yet it must be remembered that these reports were un- 
doubtedly based upon a very closely observed series and not selected 
from ordinary routine work. We feel, therefore that a negative 
smear in a hurried routine course in a busy prenatal clinic gives one 
a false sense of security, and therefore, we have not adopted vaginal 
smears as a routine measure. We feel that patients presenting a 
local irritation, as well as any pathologic discharge, should be exam- 
ined baeteriologieally. Such patients should be treated irrespective 
of the bacterial findings, because it has been our definite experience 
that in many pregnant women exhibiting a marked purulent dis- 
charge, repeated examinations demonstrate no gonococci until after 
deliveiy. We further believe that the treatment in these cases should 
consist of some sort of an antiseptic douche, and that local treat- 
ments, such as are given in the nonpregnant state, should not be con- 
sidered in these circumstances. We feel that in this way we have 
been giving the subject more individual attention and more effective 
treatment. 

Among 4284 admissions on the obstetrical service of the Washing-' 
ton University Hospital and the Barnes Hospital, we have encoun- 
tered four cases of gonococcus arthritis during pregnancy. One case 
developed during the puerperium. I feel that on account of the fact 
that apparently very few cases occurring during pregnancy have been 
called definitely to our attention, and also on account of the exten- 
sive involvements in these eases, the marked amount of discomfort 
and disability occasioned by the lesioms, that they warrant serious 
consideration. Further, in one case there is rather definite evi- 
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deuce that the disease was transmitted to the child in utero. This 
case is of unusual interest on account of this possible transmission. 

The subject of transmissibility of substances through the placenta 
is perhaps no more elaboratelj'- discussed than in 'Williams’® textbook. 
He states that at present the consensus of opinion is that bacterial 
transmission occurs but rarely. He quotes from Lubarseh, 1896, that 
organisms of anthrax, pneumonia, typhoid fever and various infec- 
tions due to pyogenic organisms may be occasionally transmitted but 
that such occurrences are very exceptional. Typhoid bacilli are 
transmitted to the fetus perhaps more frequentty than any other or- 
ganism. In this rather extensive review, no especial mention is made 
of gonococcus transmission, except the note that pyogenic organisms 
are occasionalty transmissible. 

The case observed in our series is very suggestive that this infec- 
tion was transmitted through the placenta from the mother who, her- 
self, had this widespread systemic infection, because five days after 
birth, with no evidence of any focus of infection, the child developed 
a marked swelling in both wrists and the left knee, from which two 
weeks later gonococci were isolated. Pull details of this case will be 
given below and in connection with this entitj’- may be. mentioned the 
series of cases collected by Kimball,-® in which he reports eight cases 
of arthritis and pyemia in infants ranging from two to three months 
of age. In these cases there was absolutely no evidence of any local 
manifestation of disease. Seven of these infants were males and one 
female. It is rather singular that in another series of 70 cases of 
marked vulvo-vaginitis in the same hospital, there was only one case 
with secondary joint involvement. He is at a loss to explain the mode 
of entrance, of the organism in these eases. Three cases showed a mild 
stomatitis, from one of which a diplococcus was isolated; Kimball 
suggests this as a possible source of infection. The histories obtained 
in these cases give little or no information concerning the condition of 
the mother, either before or after labor. Kimball does not mention the 
possibility that these conditions may have been transmitted as a re- 
sult of systemic infection of the mother, 

CASE REPORTS 

Case No. 1.— M. B. Ob. No. 656. White. Age eighteen.- Single. Gravid. 
1. Admitted to the Washington University Hospital Jnne 27, 1912. Pregnancy 
normal until the preceding day, when inflammation of the wrist, shoulder, knee 
and ankle joints, with slight swelling of the feet, were noticed by the patient. 
E.vpected date of term July 4, 1912. On admission, local examination showed a 
small cyst on the right labium majus and a peculiar eruption over the entire body 
suggestive of lues. Past history, uneventful, except that patient had noticed a 
profuse, creamy vaginal discharge beginning four months after the onset of preg- 
nancy. Patient was delivered June 29, 1912, after lalwr of four hours’ dura- 
tion. July 0 , knee was aspirated and the cloudy fluid thus obtained was cultured 
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and a pure culture of gonococcus was isolated. Wassermann, July 3, 1912, was 
negative. July 18, left elbow became involved. Sept. 13, left knee was anky- 
losed- slight flexion of left leg; left foot was swollen. Patient was discharged 
Nov. *18, 1912. The joints, especially the hands and knee, showed some fibrosis. 
Pelvic examination on discharge shoived a firm outlet well contracted; cervix 
soft, admitting one finger, with triangular tear; uterus of normal size, in second 
degree movable retroversion. Slight induration on each side; no tenderness, no 
masses. After patient had been at home for 10 days, her hip and knee became 
painful. Six months later, she re-entered the hospital on the Orthopedic service 
where treatment was continued; later arthroplastic operations were performed 
on the wrist and knee joints. July 3, 1912, five days after birth, the infant’s 
wrist and left knee began to swell. No local lesions were apparently observed 
in the child. On July 21, the infant’s joints showed fluid for the first time. 
Aspiration revealed a fluid from which the gonococcus was isolated. On August 
10, the right knee became involved and on Sept. 13, the left elbow. Later the 
child developed an ankylosis of the jaw and was under the care of the Pedi- 
atrics service intermittently for about 2 years. 


Case No. 2. — C. P. Ob. No. 2162. White. Age eighteen. Gravid. I. Patient 
was admitted to the medical service June 1, 1918. Two weeks previously she had 
had pain and swelling in her right elbow, — Plater, in wrist and shoulder; on third 
day in joints of left arm; fourth day in right knee and ankle. As soon as one 
joint became painful, pain in the previously involved joint would subside. Last 
menses about Dec. 1, 191T ; term approximately Sept. 8, 1918. Wassermann, gono- 
coccus and Tbc. fixation tests negative. Local examination July 20, 1918, — re- 
vealed the inner surface of the labium minus reddened, moist; mucopurulent 
vaginal discharge; urethral orifice reddened; urethra tender and on milking latter, 
a small amount of secretion was expressed; cervix long, soft, closed. Cervical 
smears showed many epithelial cells, some polynuclear leukocytes and many bac- 
teria, among which were diploeocci. The urethral smear showed many polynuclear 
leukocytes, some epithelial cells, many bacteria, and among them diploeocci, pos- 
sibly some of which were intracellular. July 29, 1918, patient delivered of a 
child weighing 2135 grams. Nov. 15, 1918, bimanual examination showed a mass 
in the right adne.xal region which had previously been the size of a large peach, 
noTv the size of a small lemon, not tender. Uterus well involuted. No visible 
macroscopic evidence of gonococcus infection present. Smears from vagina, 
urethra and ceri'ix, however, were definitely positive for gonococci. From the time 
of delivery until shortly before her discharge from the hospital, treatment for the 
involved' joints was primarily dry heat and' gonococcus vaccine. 


Case No. 3. — 1. S. Ob. No. 2921. White. Married. Age twenty-three. Graiid. 
I. Patient admitted to hospital May 7, 1920, because of acute arthritis of right 
ankle, third right metacarpophalangeal joint, present since April 20, 1920, (17 
days). Family history and past history both negative. Two weeks before onset 
of symptoms, patient contracted gonorrhea from husband, who was under treat- 
ment for an acute infection at the time. Macroscopic and microscopic examina- 
tions of gcnitali-a wore negative. There was one carious left upper wisdom tooth 
present. Nose and throat examinations, Wassermann and tuberculous complement- 
fixation tests were negative. Gonorrheal complement-fixation test positive, 1-plus. 
On May 13, 1920, 5 c.c. of purulent and bloody fluid was aspirated from the right 
ankle joint. Smears from this fluid showed fresh leukocytes, many of which contained 
gonococci. May 17, 1920, a fluctuating area appeared over the right lateral malleolus 
uhich was incised. Jfaj' IS, 1920, the third right metacarpophalangeal joint be- 
came red, swollen and painful; pain appeared in the right shoulder. Patient was 
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given Neisser bactevin and the ankle was put in a cast. May 2S, 1920, tlie 
membranes ruptured spontaneouslv', followed by a low forceps delivery 20 hours 
later. The child was breast-fed, gained nicely; had a nonspecific conjunctivitis 
from the third to the sixth' day after birth. The patient was treated with the 
right hand in a splint, ice cap to the joint; most of the time the right ankle was 
in a cast, with short intervals oE removal, the right foot being treated uith ap- 
plications of dry heat. Under this regime, the infected joints became less pain- 
ful and the inflammation less marked. Pelvic examination six weeks postpartum 
revealed a well involuted uterus; no evidence of adnexal disease; no pathologic 
discharge; slight cervical tear with small adhesion between cervix and vaginal 
wall. March, 1922, patient reported for examination which revealed a normal 
pregnancj', without any evidence of gonococcus infection. Pregnancy to date 
(Sept. 18, 1922), uneventful, with date of expected delivery approximately Nov. 
15, 1922. 

Case No. 4. — V. AV. Ob. No. 4040. Colored. Age twenty -five. Gravid. lA''. 
Last labor 2 years previousl 3 '. Child died on fifth daj", cause unknown. Patient 
applied at the obstetrical dispensaiw on Jan. 25, 1922, for prenatal care. Exam- 
ination revealed an apparentlj- nonual pregnane}' of 16 to IS weeks. There was 
an erosion 2 cm. square on the posterior lip of the cervix and about the external 
os, and there Avas a history of bleeding after coitus. Although the patient said 
that she had had a vaginal discharge since the age of 15, there aa'us no appre- 
ciable discharge present at this time and no smears were made for microscopic 
examination. Last menses appeared about the middle of Sept., 1921; date of 
term, latter half of June, 1922. Patient exhibited no abnormal symptoms during 
her monthly dispensary A'isits until April, 1922, Avhen she complained of head- 
aches and pain in her loft shoulder which disappeared Avithin a few days. On 
April 29, 1922, patient Avas visited in her home because of pain in her arms and 
legs elicited both on acti\'e and passi\'c motion. Both Avrists, right elboAV, right 
metacarpophalangeal and right knee joints involved; also slight SAvelling of the 
dorsal surfaces of both wrists. Examination at this time revealed several carious 
teeth, acute pharyngitis and an erosion of the cerA'ix uteri, AA'ith considerable 
mucopurulent discharge containing numerous gonococci. Two days later, the 
patient was brought into the hospital, suft'ering great pain in the iiiA'olA'cd joints. 
Past history, aside from the usual exanthemata of childhood which were free 
from complications, influenza four years before, and a A’aginal discharge since the 
age of 15, patient had always been healthy. May 4, 1922, four c.c. of thick, 
turbid, light yelloAA' fluid Avas aspirated from the right knee. Smears and cultures 
rcA’ealed no organisms. 'VA'^assermann negatiA'C. Gonococcus fixation-test positiA'C, 
2-plus. 

June 4, 1922, child weighing 3390 grams deliA'crcd sjjontaneously; fed arti- 
ficially Avithout ditficulty. Mother AA'as treated AA'ith A-arious gonococcus A'acciiics 
without any marked improA’enient. Joints were in splints during the acute stage. 
Dry heat, later, acti\'e motion applied to the joints after the acute symptoms had 
subsided. PelA'ic examination at discharge showed the cerA'ix closed, broad, soft; 
corpus well inA'oluted, anteflexed, normal size, moA'able, not tender. Palpation 
in both adnexal regions elicited tenderness, no masses detected. Eesistaiice of 
patient made examination somewhat unsatisfactory. Nothing found in pel\'is at 
this time indicated an acute process. 

July 26, 1922, patient Avas discharged from the orthopedic service because of 
leaving the city. At this time she was able to Avalk Avithout support, though 
she stated that her right knee Avas still troublesome. Her right Avrist had no 
perceptible motion; loft wrist had fair motion Avhich Avas increasing daily. 
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In going over these case records one is impressed, first of all, by the fact that the 
arthritis in all four cases came on in the latter half of pregnancy, and in three 
instances the first symptoms occurred after 35 weeks’ gestation; and in two 
instances the patients were not observed previous to the onset of the arthritis, 
but in one instance the patient had been to the dispensary, being registered for 
a period of three months before the onset of the arthritic symptoms. No smears 
were made from this latter case previous to the development of the arthritis, 
apparently the condition having been overlooked. The third patient contracted 
her infection definitely between 32 and 35 weeks’ gestation and had been per- 
fectly normal up to that time. In only one instance was there any certain evi- 
dence of pelvic inflammatory disease present on discharge from the hospital. In 
every case, the puerperium was not in any way uneventful, aside from the ar- 
thritic involvement. 
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RED DEGENERATION OP FIBROIDS 

By John M. Maury, M.D., P.A.C.S., Memphis, Tenn. 

/^N APRIL 8, 1921, tliere was admitted to the Memphis General 
Hospital a negro woman twenty-nine years of age. She stated 
that she had been married twelve years and had never been pregnant 
until now; that menstruation had always been regular, lasting three 
days; that dysmenorrhea had always been severe and that her last 
menstruation had been from December 22 to 25, 1920. Her chief 
complaint was absence of menstruation for the preceding three months 
and the presence of a tender, painful mass in the lower abdomen. 

About a month before, she had noticed a mass in the left iliac 
region which had increased somewhat in size and at times had given 
her a little pain. Three days before, the mass had suddenly become 
very- painful and quite tender to touch and continued so until the 
tune of the examination. Nausea and vomiting had been an occa- 
sional symptom for the past three weeks but had been worse since 
the onset of pain. 
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When examined the patient was sitting up in bed crying with 
pain in the abdomen. Her temi^erature was 101.8° F., pulse 108. 
Her general physical condition was negath’^e except for the cardiac 
and lower abdominal region. The apex beat was in normal position, 
area of cardiac dulness normal and there was present at the base, but 
not transmitted, a systolic murmur. To sight, the abdomen contained 
a globular mass situated below and reaching up to the umbilicus. To 
touch, this mass was smooth and rather soft, and presented the usual 
characteristics of a four months’ pregnant uterus. On the left side 
of the uterus there was a much harder, globular mass the size of one’s 
fist and so tender that its examination was unsatisfactory. 

Pehdc examination showed the usual softened and congested con- 
dition of the pelvic floor, vagina and cervix, incidental to pregnancy. 
The uterine body could be outlined reaching half way to the umbil- 
icus. A globular mass the size of a large orange, firmer than the body 
of the uterus, could be felt on the left side in the region of the ovary. 
It could be readily distinguished from the uterine body and could be 
reached by the finger in the vagina, but was so tender that deep 
palpation was impossible and any possible connection with the uterus 
could not be determined. The urine was normal. Blood examination 
gave 3,200,000 red cells; 18,000 white cells; 75 per cent polys; 26 per 
cent lymphocytes; 85 per cent hemoglobin. Wassermann negative. 
The preoperative diagnosis was ovarian cyst with twisted pedicle, 
complicating normal pregnancy. 

Operation. — Myomectomy. The usual median abdominal incision. 
Inspection and palpation revealed a fibroid tumor on the left antero- 
lateral aspect of a four months’ pregnant uterus with the appendages 
normal. The tumor was the size of a grape fruit, intramural, without 
a pedicle and presented nothing abnormal in appearance. After gen- 
tly lifting the uterus up into the incision, an elliptical incision was 
made in the uterine wall and the fibroid enucleated. The amount 
of bleeding was A-ery much less than Avas expected from the raAV 
surface, 3^ x 2% inches, in the uterine Avail. The Avound was easily 
closed AAuth two layers of sutures. She AAms kept under the influence 
of morphine for fiA^e days and her recoA''er.y Aims uneA'^entful. The 
temperature Avas normal on the third day and the leucocyte count 
doAvn to 7500 AAuth 68 per cent polys on the fourth day. Her physi- 
cian AA'rites that she had a normal deliA’^ery at term. 

When cut open the tumor Avas rather dry, showing no cA'idence of 
edema or breaking doAAm. In appearance the cut surface Avas mot- 
tled. a dirty Avhite shading off; in places to a bluish gray color. It 
emitted a meaty, offensh’e odor. Microscopically there were pre- 
sented streaks of degeneration with cells in normal condition on both 
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sides. The degenerating areas presented the usual picture of broken 
down cells, deeply staining nuclei, etc., incidental to degeneration. 

Postoperative Diagnosis , — Red degeneration in a fibroid complicat- 
ing pregnancy. 

ETIOLOGY 

The cause of red degeneration is still a matter of speculation. 
Graves^ and Lorraine Smith® describe it as either thrombotic or angi- 
omatous while Bland-Sutton,® Lockyear^ and Leith Murray regard it 
as a necrobiosis, the result of circulatory disturbances. Though it 
may be present as a seeondaiy incident, mierobie infection is not an 
etiological factor, as in most cases cultures were sterile. In the great 
majority of instances recorded the disease is associated with preg- 
nancy, though Bland-Sutton® states that it is sometimes seen in spin- 
sters near the menopause and Barbour? reports a ease in a woman 
fifty-one years of age who had “but a short time before, ceased men- 
struating.” 

PATHOLOGY 

While the disease is spoken of as red degeneration, the color of the 
cut surface may vary from bright red to brown, or have a greenish, 
bluish or dirty gray appearance. Murray regards the color as due 
to the hemolytic action of lipoids. In the case reported, the cut 
surface was dry and firm, grayish with bluish gray patches. It gave 
off an unpleasant odor which, according to Murray, is due to the 
presence of amines derh^ed from disintegrating muscle fibers. Under 
the microscope, the broken down tissue cannot be distinguished from 
other forms of necrosis. There is the usual nonstaining cell frag- 
ments and deeply stained nuclei with areas of unstained cell detritus. 

SYMPTOMS 

The symptoms caused by red degeneration vary much in severity 
in different cases. It is probable that the condition may exist with- 
out symptoms. In others, there may be a little pain and tenderness 
which under appropriate treatment soon subsides ; or there may be a 
condition of chronic toxemia and sapremia resulting from the absorp- 
tion of amine-like bodies or poisons resulting from secondary sapro- 
phytic invasion. Again there are the fulminant cases resembling 
ruptured ectopic, acute appendicitis or torsion of a pedunculated 
tumor. In these cases, there is a sudden onset, acute pain, marked 
tenderness, rise of temperature, increased leucocytosis and vomiting. 
The case referred to, reported by Barbour,' was admitted to the hos- 
pital in extreme collapse. 
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TREATMENT 

■ The mild eases, according to Bland-Sutton, Avill recoYer if put to 
bed and treated expectantly. The others must be given surgical 
treatment, either hj^sterectomy or myomectomy. Bland-Sutton^ 
states that myomectomy during gestation results, in a majority of 
cases, in abortion. On the other hand, many cases of myomectomy 
on the pregnant uterus are- reported vith most satisfactory results. 
Gruggisberg® reports seven such eases in his practice, all of which re- 
covered, and in the same article quotes Ihm’s 18 cases with 15 re- 
coA'eries. "We fully agi-ee ivitli Schiller,'^ aa'Iio reports one myomec- 
tomy Avith recovery, that “Aidiether myomectomy or hysterectomy 
shall be done depends upon the surgeon and the conditions present.” 
The points of interest in the ease are: 

1. The patient became pregnant for the first time after tAvelve 
years of married life. 

2. The onset of symptoms was so sudden and A'iolent that it Avas 
thought by the hospital interne that she might haA^e a ruptured ec- 
topic pregnancy. 

3. The sudden onset of pain folloAved by tenderness, increase in 
size of the tumor, leucoeytosis, relath’e increase of polys and rise of 
temperature simulated to a marked degree the symptom-complex of 
a cyst Avith tAvisted pedicle. 

4. Red degeneration of a fibroid associated AA-ith pregnanej’’ maj' 
bring about the clinical picture of an “acute abdomen.” 

5. The immediate cessation of temperature and drop in the cell 
count after removal of the tumor. 

6. ReeoA^ery after mA'omectomy, without interruption of the asso- 
ciated pregnancy. 
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SAECOMA OP THE UTERUS, WITH A REPORT OP 
THIRTY CASES 

By Mabnetta E. Vogt, M.H., Philadelphia, Pa. 

A S THE result o£ an investigation conducted in tlie Oynecologie 
Laboratory of the University of Pennsylvania, and from the 
finding of a report on "The Microscopic as Compared viith the Clin- 
ical Diagnosis of Malignant Uterine Neoplasms,” the following data 
on sarcoma of the uterus were secured; 

ETIOLOGY AND PBEQUENCY 

Sarcoma of the uterus, as compared with uterine carcinoma, is a 
rare disease. Its origin is still undetermined. Over a period of time 
in which a series of 1216 fibromyomata were subjected to histologic 
examination, but 30 cases of sarcoma were found,, thus showing the 
infrequency of this type of malignant neoplasm. Of the 30 sarcom- 
atous gx’owths, only 8, or 0.6 per cent, could be traced to a previ- 
ously existing benign neoplasm. 

The eases reported in the literature bear out in some respects these 
findings, as may be seen from Table I. 


Tabix I 


MYOMATA EXAMINED 

TOTAL NU-MBEIi 

SARCOMATA NUMBER 

% 

Evansi 

4000 

72 

1.8 

Kelly and Cullens 

1400 

17 

1.2 

Be'rrcitcr-'i 

710 

6 

.83 

Williams^ 

4115 

S 

.19 

Tracy!- 

3561 

54 

1.5 

Gurlt!'- 

4115 

S 

l.S 

Nobler 

2274 

34' 

1.4 

Von Franquos 

3360 

16 

A1 

Gessnero 

9133 

18 

.19 

Veitio 

42,395 

40 

.09 

University of Pennsylvania 

1216 

30 

2.37 


72,116 

300 

4.1 


In the foregoing series Kelly and Cullen^ found 12 eases that were 
positively diagnosed as sarcoma, whereas in 17 more examined by 
the same observers the growth was regarded as suspicious. 

In 1898 J. W. Williams,^ in an exhaustive review of the literature, 
found only 144 authentic cases of sarcoma of the uterus on record! 
Since that time reports of approximately 500 additional specimens of 
uterine sarcoma have been recorded. 

_ The relative frequency of sarcoma to carcinoma varies somewhat 
m different clinics, as may be seen from a study of Table II. 

523 
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Table II 


PROPORTION OP SARCOMA 

TO CARCINOMA 

% 

Evansi 

1 

40 

2.5 

Frankis 

1 

.30 or 40 

3.3 

Geisleris 

1 

50 

2.0 

Veitio 

1 

37 

2.7 

Krukenbergi4 

1 

47.5 

2.1 

Von Franques 

1 

20 

5.0 

University of Pennsylvania 

1 

34.7 

2.9 


7 

319.2 

2.1 


The discrepancy in the findings of various authors is probably due, 
as Frank^- suggests, to the differences in pathologists’ interpretations 
of the histologic findings in either doubtful or early cases. 

Sarcoma of the uterus occurs most frequently in middle life. One 
exception to this general rule is found in sarcoma hotyroides, the 
grape-like type of sarcoma which is practically always observed in 
young children (McFarland^'). This is a relatively rare form of 
new-growth and no incidence was found among the 30 eases under 
discussion. 

The age variations in this series of sarcomata of the uterus were 
as shoivn in Table III. . 


T.\ble III 


20—30 

rears 

3 eases 

10 % 

30—40 

<( 

2 

6.6% 

40—50 

( i 

12 “ 

40% 

50—60 

t < 

10 “ 

33% 

60—70 

(( 

3 “ 

10% 


Williams,^ in a study of 2649 uterine neoplasms, found one case 
under twentj’’ ; and the greatest number — five — were between thirty 
and forty 5 ’^ears of age. In Gusserow’s^® series of 73 cases 28 were 
found to be between forty and fifty years of age, and in an analysis 
of 463 cases collected from the literature, MeyeF® found 85 between 
forty and fifty. 

The percentage of nulliparous as compared with multiparous cases 
is incomplete in the literature. In the series here presented there 
was an average of 36 per cent of nulliparous cases, Avhereas Veit’s^® 
proportion was 25 per cent. 


SITE 

Of the 30 cases studied, only two incidences of sarcoma of the 
cervix were found, whereas 28 were of corporeal origin, a ratio of 1 
to 14. Table IV presents an analysis of 439 cases obtained from the 
literature. 

Insofar as it was possible to designate the proportion of intramural, 
submucous, and .subperitoneal sarcomata, the findings were as follows: 
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Table IV 


TOTAL NUMBER 

University of Pennsylvania 30 
Krukenbergi^ 10 

Piquanflis 393 

Gessners* 


CORPOREAL ORIGIN 
28 
11 
325 


Mey cri^* 

*Only proportion obtainable in Gessner and Meyer’s eases. 


CERVICAL PROPORTION 

2 ua 

5 11:5 

68 4:1 

8:1 
29:1 


University of Pennsylvania, 15:5:10. Kelly and Cullen’s analysis of 
17 cases showed a proportion of 9:3':5, whereas Piquand’s^® 168 cases 
were proportionately 60:63:45. In a review of the 30 eases presented 
it was observed that the majority were of a diffuse rather than a cir- 
cumscrihed type of growth. Wide extension and metastases were 
found in only four eases at the primaiy operation. 


PATHOLOGY 

It is generally conceded that uterine sarcomata are myogenic in 
oi’igin, Ewing, Meyer,^® Prank, Cullen,^ with wide variations in 
the neoplastic smooth muscle tissue. There is usually insufdcient tis- 
sue of fibroblastic type that can he recognized definitely as of uterine 
origin. Moreover, the suspicious changes may not always he progres- 
sive, hut may he merely a local or temporary acceleration of growth, 
that may subside or even retrogress. As further evidence of the rar- 
ity of sarcomatous development within the uterus may he mentioned 
the fact that Ewing^® has seen only three eases with generalized metas- 
tases in twenty years and two cases until local recurrences. 

In the series of 30 cases here studied, the frequency of the different 
types of sarcomata, as compared with the cases of other investi- 
gators, was as folloAvs: 


Table V 


TYPE 

PIQUAND 

GEIST 

EVANS 

UKIVERSITV OF 

PENNSYLVANIA 

PERCENTAGE 

Spindle Celled 

42 

11 

32 

9 

30% 

Mixed Celled 

34 

9 

22 

10 

33.3 

Small Round Celled 

2G 

2 

G 

4 

20.0 

Large Round Celled 




G 

13.3 

Endothelioma 




1 

3.3 


A comparison of these figures shows quite definitely the predom- 
inance of the spindle-celled type of sarcoma. Histologically, numer- 
ous giant cells and mitotic figures, both typical and atypical, were 
found in every specimen examined, with a noticeable inequality in 
the size of the tumor cells in the most advanced cases. Early or late 
destruction of the blood vessel walls was a characteristic feature. As 
in Evans’ analyses, the most malignant tumors presented masses of 
closely packed cells of large size. On macroscopic examination the 
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specimens were seen to be cliaracterized by a delimitation of the 
tumor in tlie early cases, or by Avidespread destruction and necrosis 
in tlie adAmnced. Wlien the sarcoma Avas associated with a fibro- 
myoma, the specimen presented a iiinkish AAdiite or a grayish yelloAA^ 
tinge, AA’hereas in those of fixed type a yelloAAush tinge Avas the pre- 
dominating feature. The usual coarse fibrous arrangement of the 
tissues AAms replaced by more homogeneous elements, Avith a smoother, 
infiltrative base. Secondary pathologic changes, such as edema, cj'st 
formation, necrosis, and sloughing, Avere noted in approximately 25 
per cent of the specimens sent to the laboratory. Extension to the 
bladder Avas noted in one ease and to the ovaries in tAvo cases, both 
of the latter shoAving a bilateral inAmlvement. 

Hyaline degeneration Avas so frequent in sarcoma associated with 
myomata that one is led to belicA'e this to be a degeneration coinci- 
dent to the sarcoma rather than a progressive malignant change. Two 
specimens associated Avith myomata presented a calcareous degenera- 
tion in nodules other than those of the sarcoma. Approximately 50 
per cent of the series analyzed shoAved associated inflammatory lesions 
of one or both adnexa, such as purulent salpingo-oophoritis, chronic 
inflammation, or small cystic degenerations of the OALaries. Exten- 
sive abdominal metastases Avere present in but a small percentage of 
all the eases examined and pulmonary metastases Avere not observed 
in any at the time of operation. 

Clinically, the diagnosis is often made only Avitli extreme difficulty. 
In this series the majority of patients presented themseHes for ex- 
amination at the climacteric, AAdth confusing symptoms referable to 
a fibromyoma, anemia, irregular bleeding at the menopause, or 
cachexia. Among the 30 patients forming the basis for this study, 
10 AA’^ere found to be in the early stage of the disease, 12 moderately 
adAmnced, and 8 patients presented extensive inAmHement. Prom 
these figures alone, one may see Iioaa’^ hopeless, from an operator s 
A'ieAA’point. many of these eases are. A positiAm clinical diagnosis Avas 
made in only 8 eases, although the correct diagnosis Avas suspected in 
8 more. The clinical findings Avere not only instructiAm, but Amluable, 
since 19 cases that Avere diagnosed as benign, proA^ed on histologic, 
examination to be malignant. Of the 30 cases' in the series, 17 Avere 
diagnosed as uncomplicated myomata. One’AA^as clas.sified as an oali- 
rian cyst, one as endometritis, another as pelAue inflammatory dis- 
ease. and 3 Avere belieAmd to be carcinoma of the uterus. In almost 
37 per cent of the eases malignancy AA-as entirely unsuspected. 

The results of this analysis should empliasize the extreme A'alue 
and necessity of making an accurate diagnosis based on thorough 
pelA'ic examinations, noting any palpable differences from the usual 
findings of a fibromyoma. Although in many types of tumors tlie 
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l''S' 1. Small round cell sarcoma. 



Fig. 2.— ArUcd cell sarcoma. 
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evidence secured by a diagnostic curettage is not reliable, its value 
should not be underrated, and every myoma should be subjected to 
histologic examination. Eapid gi’owth of a suspected myoma should 
always be regarded with suspicion. 

TREATMENT 

The treatment must necessarily vary according to the stage of the 
tumor, the type of neoplasm, and the parts involved. Of the 30 cases 
analyzed, in 24 radical operative measures were undertaken, whereas 
in 6 eases palliative treatment alone was employed. Three of the 
more recent eases were treated with radium, two of the three receiv- 
ing this treatment about six weeks prior to the radical operative pro- 
cedure. 

As a further proof of the rarity of myomatous growths developing 
into sarcoma, Clark and Keene-“ in a study of the end results of 527 
myomata, all of which had been followed over a prolonged period of 
time, and all of which had been treated bj'' radium, did not encounter 
one case of malignant degeneration. 

RESULTS 

As regards results the statistics in the literature are both scanty 
and incomplete. Of the 30 cases reported here, two are on record as 
having had no recurrence to date. One remained well for seventeen 
years after her primarj’’ operation, and was treated with radium three 
years subsequently. At this time she noticed a small amount of bleed- 
ing. The tissue removed from the cervical stump was diagnosed as 
malignant, and she received 75 milligrams of radium for twenty-four 
hours, or a total dosage of 1800 milligram-hours. The second case 
has remained well for two years, shoAving no symptoms of recurrence 
since the primary radical operation. On histologic examination the 
first of these two cases presented a small round-cell sarcoma (Fig. 1), 
Avhereas the other showed a mixed-cell type of tumor groAvth (Fig. 2). 
Both were nullipara. As replies and information Avere recehred in 
only 16 cases, or 50.3 per cent of the 30 analyzed, the cures approx- 
imate 12.5 per cent and the mortality, 87.5 per cent. The rapidity of 
recurrences and the fatality of this disease can best be judged by a 
study of Table VI. 

From Table VT the aA’^erage time of recurrence can be seen to be 


Table AU[ 



2 AVEEKS 

3 MONTHS 

6 JrONTHS 

1 A-EAR 

2 A-EARS 

Becurrenecs with 

death 1 

2 

3 

6 

2 

Total 14 

No recurrences 

2 A'ears 


17 rears 




1 


1 


Total 2 
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ftom six mentis to one year. In only two eases studied were loeal 
reeurrenccs noted prior to death, generalized metastases being th 
most common cause. 


CONCLUSIONS , 

1. Sarcoma of the uterus is a relatively rare neoplastic disease. 

2. Sarcomatous degeneration of myoma of the uterus was traceable 
in only 8 cases out of 30 here studied or 0.6 of 1 per cent. 

3. The proportion of sarcomatous degeneration to carcinomatous 
degeneration of the uterus is between 1:30 and 1:40. 

4. Sarcoma of the uterus is a disease of middle life— more espe- 
cially of the climacteric. 

5. In the series under discussion sarcoma was 14 times more com- 
mon in the body than in the cervix of the uterus. The intramural 
was the type most often encountered, whereas the submucous, sub- 
peritoneal, and intraligamentous varieties were less frequent. 

6. The mixed-cell type of sarcoma was the most frequent histologic 
finding in the proportion of 33.3 per cent. 

7. The importance and value of the diagnostic curettage, particu- 
larly in neoplasms of the submucous type, and the histologic exam- 
ination of all myomata is emphasized. 

8. Emphasis is also laid upon the fact that with the original diag- 
nosis of myoma, in 37 per cent of the total number of cases, malig- 
nancy was unsuspected until the specimens were examined histolog- 
icallj’- in the laboratory. 

9. Sarcoma of the uterus generally produces early and extensive 
metastases, although in the cases presented metastases were not 
marked at the time of operation. The number of three-year cures in 
this series of eases averaged 12.5 per cent. 

10. Radical operative procedures plus treatment with radium offer 
the greatest hope for cure. 
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HERNIA OF THE FEHALE INTERNAL GENITALIA THROUGH 
° THE INGUINAL CANAL^' 

By H. AV. Hewitt, M.D., Detroit, AIich. 

H ernia of the female genitalia through the inguinal canal is of 
relatively rare occurrence, yet it is of sufficient practical impor- 
tance to justify consideration at this time. In 1905 and 1906 Frank 
T. Andrews,^ in three exhau.stive articles, tabulated all recorded cases 
to that date, the tabulation being as follows: hernia of the tube, 46 
cases; hernia of the ovary and tube, 82 cases; hernia of the OAmrj’', 16 1 
eases; hernia of the uterus (gravid and nongraAud), 76 eases. Total, 
371 cases. In 1907 Carstens- reported tAVO eases of his oivn and col- 
lected 8 additional eases, classified in the folloAving manner: hernia 
of the OA’ary and tube, 4 cases; hernia of the OAmrj’’, 5 cases; hernia 
of the uterus, 1 case. In 1912 Heinick^ reported three eases of his oum 
and collected 12 other cases as follows: hernia of the ovary, 2 cases; 
hernia of the ovary and tube, 12 cases; hernia of the uterus, 1 case. 
In 1913 Farrar^ added three additional eases of hernia of the uterus. 
Since 1913 the Avriter has been able to find 10 authentic cases, as fol- 
loAvs: hernia of the tubes and OAmries, 5 cases, RabinoAvitz,® Miillei, 
Daniels,- McClanahan,® Royster;® of the uterus, tubes and ovaries, 
4 cases, Priami,^® Santoro,^^ Barr,^® Ludington;^® of the tube alone, 
one ease, Guiliano.'-* These, Avitli the author’s case, bring the total of 
recorded cases to 411. 

The writer desires to place upon record the following case: Mrs. S., aged forty- 
nine years, Lithuanian, married twenty-seven years, mother of nine children. Men- 
strual periods regular until six months ago, since wliich time the flow has been ir- 
regular and profuse. Her labors were short, averaging one hour. Delivery noimal 
in each instance. AA''ith the exception of an occasional headache, her past history 
has been negative. History of present illness dates from 16 years ago, nhen she 
gave birth to a baby girl. Immediately following this delivery she was seized with 
severe pain in the left lower quadrant of the abdomen and noticed a small pio- 
trusion in the left inguinal region about the size of a hen’s egg. This could be le- 
turned with ease, at times disappeared entirely, and caused her no pain or discom- 
fort during the following fourteen years. Two years ago she was seized A\ith 
pain in the left lower quadrant of the abdomen, which lasted for two weeks. 
This confined her to her bed at that time. She also noticed that the growth was 
increasing in size, assuming that of a large orange. Later it Avas determined that 
tliis increase in size was due to pregnancy. After labor the protrusion in the in- 
guinal area persisted and gradually increased in size until operation. She states 
that it caused her no disturbance, Avitli the exception of a sensation of traction in 
the region of the tumor. Operation was performed April 18, 1021. A tumor the 

•Read at the Thirty-fifth Annual Meetinp of the American Association of Obstetricians, 
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size of a small fetal head -was present in the left inguinolabial region. There ap- 
peared to be fluid in the tumor, so the preoperative diagnosis rvas hernia of an 
ovarian cystoma. An incision was- made over the inguinal ■ canal extending down- 
ward onto the labium majus. On opening the sac what appeared to be a thick 
walled ovarian cyst presented. Removal of the cyst without disturbing the fluid 
was attempted, but because of firm adhesions to the uterus, was abandoned. After 
the fluid was evacuated, an effort was made to remove the cyst but adhesions to the 
uterus were so firm, with no visible or palpable line of cleavage, that the best course 
seemed to be the removal of the uterus also. This was done, herniotomy performed 
and the patient made an uneventful recovery. A note from her irhysician dated 
September 1, 1922, states that she feels well, has a good result from her herniotomy 
and is entirely relieved of all her symptoms. 



Ei^. 1. Female internal genitalia removed from a hernia o{ the inguinal canal. 


A description of the specimen by Dr. Clarence Owen, pathologist to 
Gi'ace Hospital, follows: 

Tile specimen consists of uterus, adnexa and a cavity, the latter placed with its 

flow on the fundus of the uterus (J?ig. 1 ). The entire specimen is conical in shape, with 
the apex at the cervix. Prom the base to apex measures 19 cm. The base measures 
8 cm. The uterus and cervix are considerably enlarged. The body of the uterus 
meiisures 7 cm. from the fuudus to internal os, and 1 cm. in its greatest diameter. 
Tlie wall is 3 to 4 cm. in thickness. The cervix is 4 cm. long and from 1 to 3.5 
in transverse diameter. The cavity of the utorus is practically obliterated, 
ho fallopian tubes are both enlarged, tortuous, and embedded in a dense mass of 
I »rous tissue: the left is 9 cm. long;, the right 6. Both end in fimbriated ex^ 
trcmitics, which are in apposition to their respective . ovaries. The ovaries are 
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likewise embedded in fibrous tissue, are recognized only on microscopic examination 
and measure 1.5 to 2 cm. in diameter. The right ovary contains what appears to 
be a corpus hemorrhagicum about 0.75 cm. in diameter. The lumina of the tubes 
were not traced, it being impossible to pass a probe. Sections were made at differ- 
ent portions of the tube, the lumen found to be from .5 to 1.5 mm. in diameter. 
The diameter of the tubes varies from 1 to 2 cm. The tubes blended insensibly 
into fibrous tissue involving the ovaries and tlie cavity. The cavity above men- 
tioned is spherical in outline, from 7 to S cm. in diameter. The floor is formed 
by the fundus of the uterus and portions of the tubes, the ovaries and a fibrous 
tissue wall. This fibrous tissue wall is from 5 to S ram. in thickness. On the ex- 
ternal surface of the wall, superiorly and posteriorly, there is a covering of peri- 
toneum. The cavity is lined throughout with dark brown pigmented substance from 
0.5 to 1 mm. in thickness. 

Microscopical Findings. — Cervix: Thei-e is marked glandular hyperplasia of the 
cervical mucosa, the wall of the cervix being markedly fibrosed, with areas of small, 
round infiltration. Considerable hypertrophy of the uterine mucosa is found with 
a concomitant liypej'plasia of the glands. The walls of the uterus are thickened with 
fibrous change and numerous areas of round-celled infiltration are noted. Pallopian 
Tubes: A small amount of transverse and longitudinal muscular wall remain em- 
bedded in a mass of elironic granulation tissue. The plicae of the mucosa are ob- 
literated and all that remains of the mucosa is a layer of simple columnar epi- 
thelium. The mucosa is separated from the muscular wall by chronic granulation 
tissue, about 2 mm. in thickness. The latter is composed of old fibrous tissue with 
many blood vessels, and numerous areas of small round cells, a few eosinophiles 
and occasional!}’' a group of cells containing large mononuclear ■wandering cells. 
The ovaries are senile in type, containing several corpora albicantia. The stroma 
is atrophic and there is a marked fibrosis 'with chronic granulation tissue. In the 
right ovai-y, an encapsulated area of hemorrhage is seen about 1 cm. in diameter, 
surrounded by a distinct fibrous tissue capsule. This in the gross appearance re- 
sembles a corpus hemoiTliagicum and granulation tissue in which the tubes are em- 
bedded. The lining of the cavity has a layer of old hemorrhage. The cellular in- 
filtration is abundant, consisting of plasma cells, small red cells, and eosinophiles 
showing some tendency to localization around the vessels. 

Etiology . — It has been stated that every organ within the abdomen, 
Avith the exception of the liver and the pancreas, has at one time or 
other been found in the sac of an inguinal hernia. If the ligamentaiy 
supports of the uterus, tubes and otmries are sufficiently lax, one of 
the factors in the etiology of inguinal hernia is present, the other 
factors being a patulous inguinal canal and intraabdominal pressure. 
Let us consider for a moment one of these factors, viz; the patent 
inguinal canal. There is still some disagreement as to whether or 
not the canal of Nuek is analogous to the processes vmginalis in the 
male. CarmiehaeP® considers this doubtful. Others belicA^e the an- 
alog}’' to be true. At all CA’^ents persistence of the canal of Nucli has 
been .shoAvn to be an important factor in the etiology of this form of 
hernia in women. In the third month of fetal life, the OA'ary passes 
from its position below the kidney doAvuAvard into the pelAus. In 
75 per cent of children, the canal of Nuck is obliterated at birth. 
Carmichael belicAms that persistence of this process of peritoneum 



HEWITT : 


HERNIA OF FEMALE INTERNAL GENITALIA 


533 


is associated witli malposition of tlie ovary in 30 per cent of cases. 
Imperfect development of tlie ovarj^ tube or nterns is frequently 
associated with inguinal hernia and is looked upon by some writers 
as an important etiologie factor. In fact not a few of the herniated 
ovaries in young girls have been found by microscopic examination to 
be not ovaries but immature testicles. In the androgynous type of 
hermaphroditism, inguinal hernia is frequently present and the sac 
has been found to contain female genital organs in a number of in- 
stances. Corner made a study of inguinal hernia in female children 
and makes the observation that “irreducible hernia in female chil- 
dren is almost sure to contain some of the internal genitalia, while in 
the adult, though it may be present, it is very unlikely to be.” The 
ovaiy and tube do not, as a rule, lie free in the sac but are adherent 
or are intimately associated with the sac, giving further confirmation 
to the theory of congenital origin of these herniae. Andrews^ states, 
“that imperfect development of the uterus is likely to be associated 
with a congenitally open inguinal canal” and “nearlj’' all, if not 
all, of the inguinal herniae of the uterus have some congenital defect 
as the primary cause.” 

Inguinal hernia is five or six times less fi’equent in the female than 
in the male. Royster^® gives the following reasons for this : 1. 'Women 
are less given to hard straining labor. 2. The canal of Nuck is 
smaller and the round ligament less bulky than the corresponding 
structures in the male. 3. The internal oblique occupies a lower 
position and this protects to a greater extent the internal ring. 4. 
The internal ring occupies a higher position than in the male. Colej’-^® 
collected a series of 59,404 eases of inguinal hernia, 9082 occurring 
in the female. From the Mayo Clinic Judd (quoted by Coley) re- 
ports in a series of 1429 cases, 119 females. Direet inguinal hernia 
in the female is rare. In Coley’s^'* series of 353', only two were direet, 
(about 0.6 per cent) while in 1775 cases in the male, fifty cases were 
direct, or about 3 per cent. Hernia of the tube, without the ovary 
or uterus, comprises 10 per cent of the cases; hernia of the ovary 
50 per cent; ovary and tube 20 per cent; the nongravid uterus 12 
per cent; the gravid uterus 8 per cent. In hernia of the uterus, the 
ovaiy and tube of one side are usually carried down into the sac. 
Hernia of the tube alone is not infrequently brought about by an 
hydatid of l^Iorgagni, first getting into the sac and bringing the tube 
after it. Bilateral hernia of the ovaries and tubes has been found 
simultaneously in the same individual. CarmichaeP'^ lias cited thir- 
teen such cases, and states that: “This tendency seems to be more 
marked the younger the subieet.” Cases have been reported where 
the ovary and tube of one side have been diagnosed and removed 
only to be followed by hernia of the other tube and ovary on the 
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opposite side. Farrar^ meiitious a ease of bilateral inguinal bernia 
of a bieornnate nterns, one born in each sac. Fnrtbei’; as Andreivs 
points out, by adbesion to intestine or omentum tbe pelvic organs 
may be fixed in a position favoring entrance into a preexisting sac. 
Tbe genital organs do not necessarily lose tbeir functional activity 
by bernial displacement so that menstruation may continue with more 
or less regularity. Pregnancj’^ bas not infrequently taken place in 
a berniated uterus, as Andrews cites thirty sucb cases. "Wben, bow- 
ever, tbe ovary is berniated before puberty and is irreducible, full 
maturation and development are not likely to occur. Fui’tber, tbe 
mobility of tbe ovary leads to torsion of its stalk with consequent 
interference with A’enous return, and attacks of congestion wbicb 
maj* destroj’" tbe ovary entirely. Hernia of tbe ectopic tube occurs 
only occasionally. In Andrews’ series of 371 cases, this was noted 
only five times. 

Pathology . — Tbe genitalia in tbe sac ma 3 ' be normal except as to posi- 
tion. In hmeducible OAmrian bernia in ebildren, cbanges take place in 
tbe ovaiy due to pressure or to torsion of tbe mesoovarium, resulting 
in serious injury to tbe ovaiy, as stated above. ■ Adhesions, strangula- 
tion, infiammation, infection, tumor, pregnancj*, either tubal or 
uterine, may be encountered. 

Symptoms . — In tbe simpler forms these are no different from those 
seen in tbe intestinal or omental tj'pes. In tbe complicated types, tbe 
sj’-mptoms maj’- varj' from mild discomfort to a distress very much 
pronounced. Tbe sA^mptoms ivill depend upon tbe age of tbe patient, 
tbe genital organs inAmh-ed, tbe type of bernia, AAdietber simple, irre- 
ducible, incarcerated, or strangulated, and malformations, adhesions, 
infections, tumors, or tbe presence of other organs in tbe sac. 

Diagnosis. — This form of beimia is rarety encountered, hence is un- 
suspected and frequentty not diagnosed until operation. As Lejars"® 
states: “These hernias are almost alAAmj'^s surprises.” Hernia of tbe 
ovary in young children should not be difficult of diagnosis, for as 
Corner remarks, the diagnosis is more than suggested bj* tbe fact that 
these forms of bernia are usuallA' irreducible and wben irreducible tbe 
ovaiy and tube mai" be easity felt. When tbe bernia is strangulated 
and sboAvs no impulse on dying, tbe diagnosis is easity made bj^ the 
nontranslueenee of tbe SAvelling and the absence of sj'mptoras of boAvel 
obstruction. Hernia in tbe adult female is usualty acquired, although 
a patulous canal of Nnck is present in nearly' cA'cry case. In tbe adult 
female, tbe diagnosis presents greater difficulties, especialh’ in cases 
Avbere a small OA'arian c^'stoma is present in tbe sac, AA’bicb latter maA' 
be readil.A' mistaken for b^’droeele of tbe cord. Hernia of tbe tube 
alone is A-eiy difficult to make out, but bernia of tbe uterus is com- 
parativelA* easA*. Tlie bard uterine tumor in tbe inguinal region 
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and inability to palpate tlie uterus in its usual location should be 
sufficient to make one suspicious of the condition present. Differen- 
tial diagnosis must be made from hydrocele of the canal of Nuek, 
epiplocele, small intestinal hernia, tumors in the sac, ms fibromata, 
lipoinata, carcinomata, etc., and especially tumors of the round liga- 
ments; also from femoral hernia and undescended testicle in herm- 
aphrodites. Treatment will depend upon the age of the patient, the 
organ herniated, the type of hernia whether (a) reducible, (b) irre- 
ducible, (c) incarcerated, or (d) strangulated, the contents of the 
sac and the complications present. 

In hernia of the ovary and tube, when these are reducible and 
normal, they, of course, should be saved; if pathologic, removal should 
be practiced. If the hernia is irredueible the ovary should be pre- 
served, provided it is normal and may be replaced without injury 
to its blood supply or without in any way weakening the herniotomy. 
In hernia of the uterus, between puberty and the menopause, this 
organ should be preserved unless there appears to be some very good 
reason for its removal, udiile in patients at the menopause the best 
procedure is to remove the lierniated organs. When hernia is incar- 
cerated, or strangulated, extirpation is necessary. These cases are 
but rarely encountered and the effort to make an accurate diagnosis 
will not infrequently put to the severest test the ability of the most 
skilled gynecologist. 
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FEMALE MAMMAE IN KELATION WITH THE PELVIC ORGANS'" 

By David Hadden, M.D., Oakland, Calip. 

TN Surgery, Gynecology and Ohstetries for December, 1921, there ap- 

peared an article by Keyser of Rochester, Minnesota, on “Massive 
Hypertrophy of the Breast.” Some four eases that came under the 
author’s observation were quoted, hut in only one ivas any reference 
made to the menstrual histoiy following the operation, and cessation 
of menstruation is noted in that case. 

I am taking this opportunity to report one case of bilateral breast 
removal done for a fibroepithelial type of mammary hypertrophy with 
the idea of adding it to the recorded group, and also as a basis for 
discussion of the effect of breast removal upon the physiologic func- 
tions of the other reproductive organs. 

Bilateral breast amputations are comparatively rare as there are 
not many conditions involving both breasts, requiring surgical pro- 
cedures. So far in my own experience I have only had two such 
cases and in the few others that came to my attention there was no 
opportunity to obtain any subsequent history. 

Case 1. — Miss D. H., age twenty-one years, liad excessively large mammae that 
began to hypertrophy at the time of pubertj', at the age of 13 years. She presented 
no pathologic symptoms except somewhat profuse menstruation at rather irregular 
intervals. The breasts gave discomfort because of excessive weight and markedly 
increased size during menstruation. At the age of seventeen she had a ruptured ap- 
pendix with operation and drainage and as an aftermath a displaced uterus and 
omental adliesions. When she returned to Oakland a year later I found the breasts 
more markedly enlarged than when I first saw her as a girl of sixteen. Her periods 
were still excessive and painful because of the pelvic complications. Shortly there- 
after I corrected the abdominal and pelrtc pathology and did a double breast ampu- 
tation because the physical discomfort and physical defect resulted in difiSculty in 
obtaining occupation. 

Rather to my surprise the menstrual function while painless was markedly sup- 
pressed following operation and continued so. The flow was very scant with ex- 
cessive clotting and later, again associated with pain, though pelvically the patient 
was noi-mal and the constipation from the previous adhesions had cleared up. I 
put her on mammary extract with an immediate amelioration of all menstrual dis- 
tress and the establishment of a normal flow which remains normal provided the 
mammary extract is taken for a few days preceding the periods. 

Case 2 served further to emphasize in my mind the relation of the mammary 
secretions to menstruation. An unmarried woman of 40 who had a double cystic 
mastitis, developed nodules which were more definitely indurated in the right side. 
Section showed a beginning malignancy confined to the primary site. In view, how- 
ever, of the left mamma being more definitely cystic I did a double amputation. 
In this case also the menstrual function has undergone the same suppression. 

. , by at the Thirty-fifth Annual Me^tinp of the American Association of Ohstet- 
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In view of tlie fact that for a number of years I have been using 
mammary extract for small fibroids of the uterus with very definite 
reduction in the size of the growth and relief of the associated ex- 
cessive menstruation and in a number of cases clinical cures, I rather 
expected to find if the mammae were removed an increase rather than 
a decrease in menstrual flow. 

The physiologic changes in the hi’easts during pregnancj’’ with the 
normal amenorrhea of lactation led me to argue the same way. The 
reversal of findings in these two cases has therefore been rather a 
surprise. 

Oaki.anp Bank SA^^NGS Building. 


TWIN TUBAL PREGNANCW" 

By Wh. Edgar Darnall, M.D., P.A.C.S., Atlantic City, N. J. 

T ubal or ectopic pregnancy, formerly thought to be rather un- 
usual, is now common enough to be uninteresting but the extreme 
rarity of the occurrence of twins in the same tube is worth reporting 
because of its infrequent occurrence. Twin tubal pregnancies are 
divided into two classes, those in which there are two fetuses in one 
tube and those in which there is a separate fetus in each tube. 

Mr.s. P. H., age twenty-eight, weight 185, a well developed colored 'woman, was 
referred in to the hospital by a local physician. She had been complaining of a 
dull aching in the pelvis and an occasional sharp pain and severe backaches. She 
had had no children but had had two miscarriages. Her blood and urine were 
approximately normal and the tVassermann test was negative. She began to 
monstruato at 12 years of age. Her periods were regular twcnty-cight-day type 
with no pain and lasting 4 to 5 days. She had passed her last period, being about 
a month overdue. She had a brownish, but not very profuse discharge. 

On examination she was very tender over the right side and the pelvis was 
filled with a mass of nodular fibroids and cysts of both ovaries. 

On opening the abdomen she presented a mass of multiple fibromyomata of 
various sizes, cysts of both ovaries, a large left pyosalpinx and an equally large 
right tube, all agglutinated together in one mass with extensive adhesions. 
There was no free blood in the abdomen, and no rupture. A .supravaginal hyster- 
ectomy was done. On account of the bluish color of the right tube it was opened. 
It presented the usual blood clot, menibraues intact and two fetuses back to 
belly, spoon-fashion. The age of the fetuses was estimated to be between five and 
six weeks. There was but one placenta but there were two cords. It is difficult 
to understand how any woman with the extensive pathology exhibited in this case, 
afTecting tubes, ovaries and uterus could possibly become impregnated' under any 
circumstances. However, her recovery was normal and uneventful. 

‘Read at the Thirty-fifth Annual Mectinp of the American Association of Obstetricians, 
e-ynccoIoRists, and Abdominal Surgeons, Albany, N. Y., September 19-21, 1922. 
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111 revieiving tlie literature, Pool and Bobbins^ report up to 1910 
tiventy-nine authentic cases with more or less complete data on each. 
They also mention the findings of Fulcher, McCalla, Schauta and 
Costa who together reported seventy-three cases considered authentic. 
J. F. Baldwin,- 1913, reported a case that had been diagnosed as 
procidentia. Upon opening the abdomen there was found a twin preg- 
nancy of one tube and a single embiyo in the opposite tube. The 
fetuses were very early, being little larger than peas. 

Noel Braham,^ 1914, reported a case in which there was a fetus in 
one tube and a second fetus extruding from the fimbriated end of the 
same tube. The patient gave a history of six months’ pregnancy but 
the fetuses measured onlj'- seven inches in length. 

Gordon Taylor,^ in 1918, operated on a patient suffering from rup- 
tured ectopic pregnancy. The rupture was intraligamentous. He 
found one complete embryo and the head and shoulders of another 
but the balance of the second fetus was lost in the blood clot. It liad 
no connection with the first and there is no description of the pla- 
centa or the arrangement of the cords. 

The ease of J. H. Carstens,® 1919, is rather unique. There was a 
diagnosis of tubal pregnancy. At operation there was a tubal abor- 
tion of the right tube and the euldesac was full of blood, containing 
about four ounces, but he made no mention of having seen the tytus. 
The left tube was not ruptured but on opening it he found therein 
two fetuses each about three-quarters of an inch in length. He makes 
no mention of whether there were single or double placentae or single 
or double cords. He estimated the age of the right tubal fetus as six 
weeks and the left tubal twins as three weeks. 

Max Thorek,® 1921, reports a case in which the right tube Avas 
normal, the uterus enlarged and soft and the left tube enormously 
distended and ruptured. The fetuses Avhich it had contained Avere 
lying free in the abdominal caAdty. The specimen showed tAVO male 
fetuses of about four months’ duration attached to a common pla- 
centa. Other cases of interest include one reported by Treube' in 
AA’hich there Avere fiA^e embryos in one tube of three or four months’ 
deA'elopment. Saenger,® Barbat” and "Wilmer Krusen^® haA^e each re- 
ported the occurrence of a triple tubal gestation of one tube. The 
cases of BaldAvin and Carstens were instances of bilateral tubal 
pregnancy. 
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AN UNUSUAIj type OP CARCINOMA IN A WOMAN 
TWENTY-NINE YEARS OP AGE'' 

By Arthur Stein, M.D., P.A.C.S., New York, N. Y. 

Visiting Gynecologist, Harlem Hospital; Associate Gynecologist, Lenox Hill Hospital. 

T he following ease presents several unusual and interesting fea- 
tures wliicli render it worthy of special attention. 

The patient, a colored woman twenty-nine j’ears of age, unmarried, was ad- 
mitted to Harlem Hospital of Now York City on November IS, 1922. Her mother 
died of pneumonia and her father of Bright’s disease. As a child she had had 
measles, whooping cough and mumps. Menstruation commenced at thirteen, was 
of four days’ duration, regular, twentj'-eigbt day type. Her periods were not 
accompanied Iw iiain and the last one was on November 15, throe days before 
admission to the hospital. No miscarriages or confinements. 

On admission she had a mass in the left groin which had been p:-esent for the 
past two years. It had gradually increased in size, become ulcerated, and bled 
at times. A. week previous to her admission this mass spurted blood in a stream. 
She complained of no pain but had lost ten to fifteen pounds during the previous 
fifteen months. 

Heart, lungs and abdominal organs normal. There was an old laparotomy 
scar in the median line. The region of the left inguinal fold, however, was the 
seat of a tumor the size of a man’s fist, freely movable and with a hard base. 
The summit showed slight fluctuation on pressure and presented two ulcerating 
areas the size of a pea and of a penny. These areas were covered with a grajnsh, 
purulent discharge. The tumor was 4 inches in length at its base, 2^,^ inches 
wide and 4 inches high (Figs. 1 and 2). 

Vaginal examination showed a normal vulva, introitus and vagina small. The 
uterus was normal in size, anteflexed and pushed over to the right side of the 
pelvis by a mass which filled the left outer part of the pelvis. This mass was 
flattened out, immovable and had the following approximate dimensions: from 
loft to right 3 inches, and about 5 inches thick. It extended close to the superior 
arch of the pubic bone but apparently had no direct connection with the above 
described inguinal tumor. There was a distinct line of cleavage between the 
internal tumor and the uterus. A rectal examination revealed identical findings. 

A diagnosis of probable malignant tumor of the left pelvis was made with 
involvement of left inguinal glands, and operation was decided upon. 

Operation. — November 24, 1922. The left inguinal tumor was easily shelled 
out in toto and was found to be verj- hard. All of the inguinal lymph glands 
were involved. There was no direct intimate connection with the pelvic tumor. 
The femoral vessels were not involved. A frozen section showed carcinoma. A 
laparotomy was therefore performed. 

An incision in the median line revealed a pelvic tumor in close connection with 
the left jiclvic bones and practically immovable. Attempts to shell it out or to 
removed it in toto wore interfered with by the patient’s poor general condition. 
Several pieces, however, were excised for examination. The greater part of the 
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tumor was a solid mass witli many broken down and purulent areas. In the at- 
tempt to dislodge it one of the larger veins was severed but ligated without 
difficulty. 

Close examination of the uterus and adnexa revealed them to be practicallj^ 
normal. The nterus was possibly slightly smaller than normal, but the left tube 
and ovary were entirely normal. The left round ligament was seen to pass over 
the tumor. The left broad ligament was absolutely free in its two-thirds near 
the uterus. The folds of the outer third were reflected over the tumor. The 
right adnexa were missing, having apparently been removed at time of previous 
operation. Because of the poor condition of the patient the operation was con- 
cluded and 500 e.c. of saline given intravenously. She died the same day, how- 
ever, from shock. 

An autopsy was performed on November 25 and I am indebted to Dr. T. A. 
Gonzales, Director of the Pathological Laboratory at Harlem Hospital, for the 
following report: 

“The body is that of a negress about 29 years of age, well developed and 
fairly well nourished. Height 5 feet, 2 inches. Weight 115 pounds. No surface 
markings ex-cept a mid-line incision, a fresh surgical wound below the umbilicus 
closed with interrupted sutures. No free fluid in the peritoneal cavity. The 



diaphragm on the right side is at level of fourth rib and on the left side at a 
level with the fourth intercostal space. Heart normal. Both lungs normal except 
for congestion. Liver normal. Kidneys show no lesions. Adrenals show no 
lesions. Pancreas normal. Gastrointestinal tract throughout shows no patho- 
logical changes. Normal aorta. 

“Eight tube and ovary missing. Left ovary shows several small follicular 
cysts, some of which are filled with watery fluid and one with hemorrhagic exu- 
date. Uterus is small, about fl^xl-lixl inches. Its mucous membrane shows no 
changes. Cervix and vagina arc normal. 

“The broad ligament on both sides is normal out to pelvic brim. On the left 
side, intimately adherent to the lateral pelvic wall is a mass measuring^ 4x3.x2 
inches and ovoid in shape. The folds of the broad ligament at this situation arc 
reflected over the mass, the whole of which is situated extraperitoncally. Al- 
though apparently adherent to the lateral pelvic bones, on dissection it is easily 
separated and peeled from the lateral pelvic wall. It is completely encapsulated' 
and the external surface is slightly lobulatcd. 

“On cut section the tissue is made up of small cysts which vary from one- 
fourth to one-half inch in diameter. Some of these cysts are filled with yellowish, 
•semisolid material, others with cloudy fluid. The cysts arc separated by white 
fibrous trabecula showing hemorrhage in some areas. (Pigs. 3 and 4.) 

“A careful search of the organs is again instituted for demonstration of a pos- 
sible primary tumor but with negative result. 

“Cause of death — Postoperative shock following operation for removal of 
metastatic tumor of groin and exploratory laparotomy.” 



l*ig. 4. — Microscopic section from pelvic tumor, xl25. 
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Patliological Report. — Specimen No. 1 . Pelvic tumor. Pieces of tissue were 
taken from various parts of this tumor for microscopic section and upon e.xamina- 
tion showed moderately thick walled cysts lined with several layers of small pale 
epithelium. Some of these cysts showed papillary ingrowths composed of a 
fibrous vascular tongue covered bj’- a number of layers of epithelium. Those 
epithelia adjacent to the fibrous vascular, tongue were more or less columnar in 
shape and upon e-vtending the examination outward the colls became irregularly 
cuboidal. In many spots these cells.had desquamated and were ]3dng free in the 
lumen of the C5'sts. Other e3’sts were filled with a gelatinous semimucinous ma- 
terial. Still others contained cholcsterin crystals and fatty detritus. In some 
spots there were small calcareous .masses. The stroma in some places was mark- 
edl3' infiltrated with round cells and there wore distinct areas of hemorrhage. 
Diagnosis of this specimen was papillary e3'stadcnocarcinoma, probably of pseudo- 
mucinous variet3'. 

Specimen No. 2 . — Tumor of inguinal region. This specimen consisted of an 
irregular egg-shaped mass of tissue 7 x 5 x 3 cm. It was partially covered by skin. 
There were two prominent nodules about one inch in diameter, the domes of which 
presented several superficial ulcerations. The surrounding skin margin was under- 
mined. These two ulcers were separated b3'- bridges of normal skin tissue. The 
remainder of the mass was irregularl3'- lobulatcd and ax)parentl3^ encapsulated. 
Cut section showed several small e3’stic dilatations, some of which were filled 
with friable material with here and there several 3’ellowish specks. The remainder 
of the tissue was hard and fineh’’ trabeculated. Microscopic section showed epi- 
thelial cell cords and nests made up mainl3’ of columnar epithelium which in 
some spots had a tendene3' toward papillar3' arrangement. The stroma was 
densely infiltrated with round cells. No gland structures could be made out. The 
skin was normal. Diagnosis was metastatic carcinoma of the l3'mph gland. 

A microscopic examination of the left ovaiy revealed a number of small fol- 
licular C3'sts lined b3' a single la3'er of columnar epithelium and containing gelat- 
inous, pseudomucinous material. One of these e3'sts presented a small papillary 
ingrowth covered with a single la3'Cr of epithelium. The fimbriated end of the 
tube was normal but surrounding it M’ere several small microscopic masses, C3mt- 
like and filled in turn with irregular papillar3' masses covered with irregularly 
shaped columnar epithelium, the nuclei of which were p3djnotic. These cell masses 
showed desquamation in some spots and in one particular spot there was a mass 
of ovoid epithelial cells. The stroma was markedl3’' infiltrated with round cells. 
The remainder of the ovaiy and tube was normal. These latter masses appeared 
to be connected with the tube rather than, the ovar3U 

To sum up the salient features of this ease, we hai’^e a woman 
twenty-nine years of age who had been operated upon when she ivas 
nineteen years old. Nothing definite is known of this operation be- 
3*ond the fact that the right tube and ovarj’’ and the appendix Avere 
apparently remolded. When, the patient comes under our obsert'^a- 
tion ten A'ears later she presents a large extraperitoneally located 
adenocarcinoma, all of the carcinomatous tissue being of OA’^arian 
origin, the tumor being located in the pelAue glands and developed 
in between the outer two-thirds of the broad ligament, i.e., extra- 
peritoneallj*. She presents another tumor of similar structure in the 
left inguinal region. The extenswe postmortem examination reA^eals 
no primarA* tumor. The question then arises, AAdiere did this unusual 
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ir;g. 5 . — Microscopic section from pelvic tumor, x250. 



Fip. 6. — Microscopic section from pelvic tumor, x500. 




544 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 

type of carcinoma have its origin? There are several possibilities. 
First, the case ma}’- he that of a slow growing recurrence from an 
original ovarian tumor which may have been removed at the time of 
the first operation, ten years ago. (Nothing definite could be ascer- 
tained of this operation.) Secondly, the growth may have developed 
from a superniimerarv ovary, extraperitoneally located between the 
folds of the broad ligament. Thirdly, it may have developed in 
Mueller’s duct. To my mind the first supposition is the most logical. 
It is well known that ovarian adenocarcinomas recur after the pas- 
sage of manj’- years and although the instances in the literature are 
extremely rare, there are cases on record of recurrence after fourteen 
and even seventeen years. The cystic character of the adenoearci- 
noniatous growth in the pelvis, the presence of pseudomucinous mate- 
rial within these cysts, and the papillary ingrowths all point to an 
ovarian origin. On the other hand there are features in this ease sug- 
gesting a part played by the appendix which according to Bondy is 
always the primarj^ seat of ovarian and peritoneal pseudomyomatous 
tumors. Bathe described the ease of a woman forty-one years of age 
upon whom laparotomy was performed with extirpation of large bi- 
lateral cystic ovarian tumors. Two and a half years later a nodule 
the size of a hen’s egg appeared in the cicatrix and was found to he 
a gelatinous tumor on the peritoneal side of the abdominal coverings. 
Re-laparotomy at the end of six months shoAved disseminated tumors 
in the abdominal cavity in the form of small cysts with gelatinous 
contents. The enlarged and cystic appendix was removed together 
Avith some of the tumors. 

OAmrian cystomas, about tAvo-thirds of AAdiich are pseudomucinous, 
are at the present day usually interpreted as fetal residues AAdiich 
later on begin to deA^elop as the result of some stimulus or other. Al- 
though considered as benign these pseudomucinous cystomas are fol- 
lowed by carcinoma formation in a small percentage of cases. Rare 
observations are on record in AA-hich pseudomucinous cystoma and 
adenocarcinoma existed together and on the basis of the microscopic 
findings Avere considered as liaAUng probably originated independ- 
ently of each other. 

In a recent statistical record from the Pathological Institute of the 
London Hospital, Gordon Ley notes 60 OA’arian carcinomas including 
25 primary and 38 secondary cancers. The primary carcinomas Avere 
found to be derh'ed either from remnants of the Avolffian duct (16 
cases) or from pseudomucinous cy.sts. The malignancy, measured by 
the formation of metastases, Avas greater in carcinomas of the Avolffian 
duet than in the carcinomas developed from pseudomucinous cy.sts. 
In both A’arieties the metastases spread chiefly on the peritoneum. 
The sequence of the carcinomatous glandular infection in the so- 
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called wolffian carcinomas was sucli that metastases appeared first in 
the lumbar glands, then in the iliac, celiac and pancreatic glands. It 
is interesting to compare this statement with the findings in the case 
forming the basis of this article in which the metastatic tumor occu- 
pied the pelvic glands and extended extraperitoneally between the 
outer two-thirds of the broad ligament. Aside from the question of 
metastases unusual interest is attached to this case owing to the coin- 
cidence of a number of remarkable features, important from the 
practical as well as theoretical viewpoint of tumor research. 
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A CASE OP PARATYPHOID BETA BACILLUS INFECTION OF 

AN OVARIAN CYST*' 

By James A. Corscadbn, M.D., New York, N. Y. 

T he patient was a strong, healthy, well educated woman of thirty-four, unmar- 
ried, who enjoyed good general health and normal functions, except that 
the last menstrual period began five days early, coincident with the onset of Jier 
present illness. 

Prenous diseases; scarlet fever, measles, mumps as a child, all uncomplicated. 
Seven years before the onset of the present illness she was operated on for acute 
appendicitis and at this time a right ovarian cyst was removed. 

Exposure to disease has not occurred as far as known. Patient w'as on vaca- 
tion and out of contact with any sick person or hospital up to two weeks before the 
onset, since which time she has been taking care of a ease of gastric ulcer. 

The present illness began with a chilly sensation followed by moderate prostra- 
tion, and a temperature of 100.(5'’ P. The next day the prostration increased and 
the temperature rose to 102°, On the third day of the disease she went to bed and 
called a physician. 

Pliysieal examination on the third day showed a febrile patient possibly a little 
more apathetic than would be accounted for by tiie temperature, although this was 
103°. The lower abdomen presented a mass reaching from the lower limits of the 
culdcsac nearly to the umbilicus, and measuring about 15 cm. in diameter. It was 
Toimded, smooth, nonsensitivc, limited in mobility by the confines of the pelvis and 
the anterior abdominal wall. The uterus was felt posteriorly and to the right, evi- 
dently crowded down by the mass. Tlic hymen was intact. Leucocyte count 10,000, 

72 per cent polymorphonncloars ; blood culture sterile; urine normal {no culture 
taken) . 

A provisional diagnosis of fever of unknown origin and ovarian cyst was made. 
Influenza and typhoid were suspected. 

The t emperature continued high in the evening and was lower in the morning. 
ci.w?Dclmbcr™6ri922.”' G.vnecology .it the Academy of Medi- 
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The peak dropped gradually until it was down to 102° on tlie ninth day of the 
disease. It then gradually climbed again up to 104.6° on the twelfth day. Tlie 
lower limit rose in a corresponding manner, being 102° on the twelfth daj'. The 
feelings of the patient and her genei-al appearance corresponded to her temperature. 

Local symptoms were absent except that on the fourth day there was a slight 
cough. The menstruation ceased at the end of live days, having apparently been 
no different, except in its onset, from a normal period. Physical examination re- 
mained unchanged until the sixth daj- when there seemed barely perceptible tender- 
ness over the cyst. This seemed to be slightly firmer and larger, although measured 
by its relation to the umbilicus it was unchanged in size. On the tenth day the cyst 
seemed definitely fimier. The leucocyte count was 12,600. Patient was admitted 
to the hospital with a diagnosis of infected ovarian cyst. Further tests showed a 
negative Widal, sterile blood culture, Wassermann was negative; x-ray of chest, 
negative. 

Operation on the twelfth day of the disease disclosed a cyst 15 cm. in diameter. 
Tlie anterior and upper surfaces were pale and had the usual appearance of an 
ovarian cyst; the posterior surface was bound in the pelvis by soft, easily sepa- 
rated adhesions. At this point it was friable and red. There had been some dis- 
turbance of the circulation from a half twist of the vessels caused by the raising 
up of the cyst in its growth and the pushing of tlie uterus downward and backward. 
It was attached to the left broad ligament by a pedicle 2 cm. in diameter. The tube 
lau over its upper and anterior surface. This appeared normal except for the in- 
crease in lengch. Tlie wall of the cyst was 2 millimeters thick, the inner surface 
being mottled, brownish white. The cyst wall showed no inflammation in the section 
cut from the anterior portion but was infiltrated by round cells and polymorphonu- 
clears in the pelvic portion. It was lined by low epithelium. The cyst contents were 
dark red, evidently old blood through which ran some yellowish streaks. Ovarian 
tissue was found at one point in the wall of the cyst. 

The uterus was S cm. in diameter and contained numerous small nodules up to 
1.5 cm. in diameter, evidently myomata. The tube was long, not thickened, and 
microscopically was normal. The right adnexa were not made out. The rest of the 
abdomen was not explored, 

The cyst was ruptured in removing it. Some fluid was spilled. Tlie x^edicle was 
transfixed and ligated. A cigarette drain was drawn through a colpotomy wound. 
The abdominal wall was closed tight except for rubber dam drains into the subcu- 
taneous fat. 

Culture -of cyst contents showed the paratyi^hoid bacillus. This organism was 
"found in great numbers in the original smear and gives typical sugar reactions and 
agglutinates its specific serum in dilutions of 1/50 to 1/1,600." 

Examination of a stool and urine five days after the operation showed no B. para- 
tj-phosus. These were repeated at inteiwals. Finally on the forty-fifth day of the 
disease, thirty-three days after the first and twenty-one days after the second opera- 
tion mentioned below the urine showed the organism on one occasion. 

The wound was infected and on the seventh day after operation showed B. para- 
typhosus B.. and B. coli. On the fourteenth day after operation an intraperitoneal 
subhepatic abscess which grew B. pyocyaneus and staphylococcus aureus was opened 
and drained. This wound healed up rapidly. The abdominal wound was still un- 
healed when the jiatient was discharged. The genc:al condition corresponded to the 
local. The temperature dropped to 95° after the first ojieration, rose and dropped 
again after the wound and peritoneal abscess were opened, and tlien gradually fell, 
becoming normal on the thirtieth day of the disease. Prostration and the general 
appearance of the patient corresponded to the temperature. She took fluids poorly 
and required several hypodermocly.«os. The patient was finally discharged fifty-six 
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days after the original operation, still weak but able to go about, and IS pounds 
below her weight before the onset of the disease. B. pai-atypliosus Beta Widal was 
negative on the fortieth day of the disease. 

The case is reported because it seems to be one of localized in- 
fection without previous distinct constitutional disease. While of 
course the organism must have a portal of entiy, it may or may not 
cause a reaction .because of its presence in the blood stream. This 
is common enough amongst the pus-forming organisms but is un- 
common Avith the typhoid group. In this case the organism Avas 
searched for in the blood, feces, and urine and Avas only found once 
in the urine late in the disease, Avhile the cyst contained masses of 
bacteria (a pure culture of B. paratyphosus Beta). 

Of course it is not possible to say that there was no general in- 
fection preceding the localization in the ovarian cyst. We do not 
knoAv the moment at Avliieh the cyst became infected. There had 
been a steady though slight fall of the temperature for nine days 
folloAved by a rapid rise during the three days preAuous to operation. 
It is possible that the organism did not lodge in the cyst until this 
time. 

On the Avhole it Avould seem that the organism entered the body in 
the usual Avay probably through the digestive tract. Mild infections 
of the aUmentaiy tract are more common AAuth the paratyphoid beta 
than Avith typhoid. Through the minor injury this organism got into 
the blood. Here it did not cause a reaction, neither did it groAV to 
any extent. The cyst had evidently suffered from some circulatory 
disturbance as indicated by the old blood in it. It may be supposed 
that the mixture of cyst contents and old blood furnished a faAmrable 
medium for the culture of the organism. 

The second point of interest is the absence of local symptoms and 
physical signs in a cyst so badly infected. Even at the time of oper- 
ation there Aims barely any tenderness and at no time Avas there 
any pain. 

In conclusion it may be said that the case represents a massive 
infected ovarian cyst Avhich had been partly tAvisted Avithout local 
symptoms. The existence of a preceding general infection, AA'hile po.s- 
sible, is against the available eA’idcnce. (Negative Widal. Sterile 
enltnres of blood, feces, and urine.) 

BIBLIOGRAPHY 

.tcliard, C., and Bansandr, B.: Bull. Poe. Jlod. Hiip.. Pmip. ISOO. xiii, .S2r,. 
Blcrliman, G.; Nourrisson, 3022, x, .^S. ABst. in .1onv. Am. Mod. As?n., 3922. 
Ixviii, (120. Jinppe, (?., and Bierclex: ZtFchr. l-'lnisoli. «. Milcliliyg.. 3923-22. xxxii. 

.10, 44. Carles, J.: Los liovrcs paratyphoidcs, Bans, BailliCro, ot Fil.<:, 3 930. 
Cnslnng, H.: .Tolins Hopkin.s Hosp., Bull., 3900, xi l/iO. Dm-iset!. B.. and iriiit- 
'lington, T. IT,: Qnntt. Jonr. Mod.. 3935-16. iv, 9S. Dire, G. ]J.: .Tour. Boy. Mod. 
Corps, 1922, xxxviii. 106. Erscheinunpen : Miinolion. mod. Wolinstlir.. 3920. 
Ixvii, SJ.i. Dope: Doutscli. mod. AVoinwolir.. 1919. xlv. 971. Klein T.. and 
Tarry, G,: Am. Jour. Mod. Sci., 3920. c'ix, 54S. Kranepnhl : 



548 THE AMERICAN JOURNAL, OP OBSTETRICS AND GYNECOLOGY 


Miinchen nied. Wchnschr., 1905, lii, 1331. Ldlir, S.: Med. Klin., 1921, xvii, 643. 

Manteiifel, P. ; Munchen., med. Wchnschr., 1905, lii, 1331. MalHe, S.: Jour, de 

Med. de Hordeaux, 1921, xcii, 245. Minet, J.: Bull. Soc. dc Med. de Hop., Paris, 
1917, 861. Minet, J.: Presse med., Paris, 1916, Ko. 19, p. 147. 

Moreou, !>: Bull. Soc. de Med. de Hop., Paris, 1916-17, xl, 1960. Morgan, E. J.: 
Bull. Johns Hopkins Hosp., 1921, xxxii, 195. Nobecmirt, P. Peyre: Bull. Soc. de 
Med’, de Hop., Paris, 1916, xl, 1.52. Paehiger, E., and JViegert, E. ; Deutsch. 
tierarzt. Wchnschr., 1921, xxix, 649. Eaymoiumd, E.: Bull. Soc. de Med. 

de Hop., Paris, 1916, p. 588. Eaymond, Parisot, and Orticoni: Presse 
med., Paris, 1916, p. 23. Ponchetti, F. ; Riforma Med., 1921, xxxvii, 871. Salanier, 
M.: Compt. rend. Soc. de Biol., 1916, Ixxix, 756. Sales, G., and Tallery-Eodat, P.: 
Nourrisson, 1922, x, 51. Abst. in Jour. Am. Med. Assn., 1922, Ixxviii, 926. Salvat 
and Navarro: Eev. espan. de med. y. cirug., 1922, v, 324. Scott, E. L., and John- 
son, TV. E.: Lancet, London, 1915, i, 852. Smyly, E. J.: Arch Diagn., 1920, xii, 
Taberlet, E.; These de Paris, 1921. Voigt, 0.: Monat. f. Kinderh., 1922, 
xxiii, 23. Walker, E. W. A.: Jour. Hyg., 1922-23, xxi, 87. White, S. M.: Minn. 
Med., 1921, iv, 628. Widal, F., and Nobecowt, P. : Semaine mdd., Paris, 1897, xvii, 
285. Wordley, E.: Lancet, London, 1920, ii, 794. 

50 East Sixty-thikd Street. (For discussion see y. 561.) 


REPORT OP TWO CASES OP OBSTETRIC SEPSIS'' 

By George L. Brodhead, M.D., New York, N. Y. 

CASE 1 . BACTEREMIA FOLLOWING .i^ORTION, WITH RECOVERY 

I N the early part of November, 1920, the writer was called in consultation to 
see a patient thirty-two years of age, the mother of two children, who, on or 
about October 10 visited a physician in order to have an abortion induced. A 
gauze pack was inserted into the uteras and the patient returned home. Moderate 
bleeding and pain commenced soon afterwards and the woman was rtsited dai j 
by this phj'sieian for about three weeks. During this time she presented an irreg 
ular fever. The uterus was swabbed out with iodine several times and also cu 
retted. On one occasion a severe chill with a temperature of 104.2 P., with a 

pulse of 120 was noted, after which the consultation was requested. 

Examination on November 6 showed a uterus normal in size with a moderate 
amount of surrounding exudate. The prognosis at this time seemed favorable. 
Two days later the temperature rose to 105.8° E., and severe pain was noted in 
the calf of the right leg. A blood culture on November 10 showed twenty -flve 
colonies of Streptococcus hemoljdicus pyogenes to each c.c. of blood. Phlebitis 
of both leg.s developed, the patient became restless and delirious; urination and def 
ecation were involuntary and the patient was seriously ill. On November 12 the 
temperature rose to 106° F. A transfusion of 900 c.c. of blood was giien fol 
lowed by marked improvement. An additional 500 c.c. of blood was ^\cii on 
November 14. On November 16 a severe chill was followed by labored respira 
tioii, stupor and cyanosis. The pulse became very weak. A few rales were noted 
in the right chest in front and numerous rales in the left chest posteriorly. A1 
ternating periods of stupor and restlessness with delirium followed. On Novem- 
ber 19 an additional 500 c.c. of blood was given from an immunized donor. On 
November 22 pelvic examination showed a more movable uterus witli a small 
exudate on the right side and absence of tenderness in the fornices. Injection of 
autogenous vaccines was then begun and continued for some days without anr 

*Prc5ente(l at a meeting of the Societv of the Alumni of the Sloane Hospital for \\ omen, 
October 19, 1922. 
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f Tlie urine contained a marked trace of albumin but was otlier- 

"Sru^gat^T on November 28 a blood count showed 60 per cent hemoglobrn; 

4 000 00? r^d cells; color index 0.75, and 20,000 leucocytes with 88 per cent polys. 
On November 30 the blood culture still showed 50 colonies to 1.5 c.c. of blood. 
As the result of a consultation on November 28 a diagnosis of possible right lupjomt 
focaliLrn was made in addition to the pelvic phlebitis and a possible pyelitis. 
The restlessness and delirium increased and on December 6 a ^ 

right buttock was incised. On December 16 the blood count showed 3,100,000 «d 
cells, 57 per cent hemoglobin, 14,400 leucocytes with 90 per cent polys. On De- 
cember 17 a large abscess of the left arm was incised. A bed sore of consider- 
able size developed whieli persisted for many months. The cultoe from the arm 
abscess showed the Streptococcus iicmolytieus. Another ti-ansfusioii of 500 c.c. of 
blood was given on December 18; the patient improved, the fever diminished and 
on December 30 a vaginal examination was negative. The patient then made a 
slow recovery with gradual improvement in the red cell count.- On January 6 the 


IcmpCTatnrc again rose to 103.3° D., and subsequent to this another blood trans 
fusion was given. The blood culture then showed diminution in the number of 
colonies per c.c. At the end of January a severe pain in the right liypoehon- 
drium led to a diagnosis of possible kidney involvement and a cystoseopic ex- 
amination showed evidences of inflammation in the left kidney but there was no 
growth in the catheterized urine specimen. On February 24 the presence of pain, 
tenderness, and swelling in the left thigh prompted the evacuation of a largo 
abscess in this region. A final blood culture made on March 3 was negative and 
tlie blood count showed over three million red cells with 52 per cent hemoglobin 
and a color indcHS of 0.81 with 16,500 leucocytes and 74 per cent polys. After’ 
March 25 the temperature was practically normal and it may be stated here 
that the patient ran a fever for a total of 160 days. On April 11 a iinal trans- 
fusion of 500 c.c. of blood was given and examination then showed 4,400,000 red 
cells with 80 per cent hemoglobin; a color index of 0.90 and 17,000 leucocytes 
with 75 per cent polys. The patient was gradually allowed out of bed and was 
removed to the country. Progress during the summer ivas very slow and at the 
time of this report, two years after the onset of her illness, the woman is only 
able to cross her room alone on crutches but her physical condition is greatly im- 
proved. 


CASE 2, PUERPERAL SEPSIS WITH MULTIPLE ABSCESSES OP THE UTERUS 
DEVELOPING LATE IN THE PUERPERIUM 

T he patient, a young negress, primipara, was admitted to the Harlem Hospital 
on April 7, 1922, at 4 xml, in labor. Pains began at 5 a.m., the membranes 
wore intact, vertex presented. Labor progressed normally and full dilatation was 
present at 2:15 a.m., April 8. Membranes ruptured shortly after and the woman de- 
livered herself spontaneously at 4:50 a.m., the placenta and membranes coming 
au-.ny about twenty minutes later. There were no lacerations, no vaginal exam- 
mations during labor, and four rectal examinations. The puerperium was 
imcicntful until the ninth day postpartum when the patient was examined 
for discharge from the hospital. Tlie cervix admitted' one finger and the 

Wild?' pregnancy. The lochia were moderate and 

a small tender mass was felt in the loft fornix; temperature was 103.2« F nulse 98 
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abdomen developed. The ^Yoman appeared to be very sick with low resistance. A 
diagnosis of pelvic peritonitis was made. Four days after- the onset the leucocytes had 
dropped to 13,000 with S3 per cent polys. Blood cidtures w-ere negative. The 
patient’s general condition became worse and she died on the twentieth day post- 
irartum. A vaginal examination on the day previous showed the cervix posterior, ad- 
mitting one finger and' fornices negative. The autopsy showed a gangrenous en- 
dometritis and pyometi-itis, acute hyperplastic splenitis, fatty liver, pulmonary edema 
and marked visceral congestion. Particular intere.st centers in the uterus which 
was 12 cm. h'ug, ’.vith normal tubes and ovaries, no thrombosis of the surroruiding 
plexuses. On opening the uterus the cervix was found dark green in color and 
patulous with a slight tear in the region of the right fornix. Upon incising the 
uterus muiierous small pus pockets were found distributed throughout the muscle, 
especially towards the cervix. The endometrium was of .a dark greenish color. 
MicrosL-opic sections of the heart muscles showed some fibrosis, especially about the 
blood \esielb. The spleen showed marked extravasation of blood and white cell 
iiiiiltratioii with necrosis and destruction of the substance. The uterus likewise 
showed an extensive infiltration. 

The case is of interest as showing an evidence of a severe localized septic process 
coming on late in the puerperium and in which the exciting cause could not be 
traced to the labor which proceeded spontaneous!}' and during which no vaginal 
examinations were made. 


REPORT OP A CASE OF RETINITIS GRAVIDARUM WITH NO 
OTHER INDICATIONS OP TOXEMIA 

By James Knight Quigley, M.D., P.A.C.S., Rochester, N. Y. 

'"PHIS ca.se is reported because of tbe rarity of retinitis in pregnancy 
-L tvithout any of the usual signs or symptoms of toxemia. In a 
search of the ohsteti’ical and oplithalmological literature no reference 
could he found to a similar case, all other case reports and articles 
dealt tvitli instances of retinitis in pregnancy accompanied either by 
indications of nephritis or a toxemia as shotvn by a high hlood 
pressure or by the usual symptoms of toxemia. 

Mrs. E. F., age twenty-five, white, iii gravida. Mother died of nephritis at 45, 
father alive and well, one sister and one brother both living and in good health. 

Patient had a severe influenza in 1918 without pneumonia. Always quite strong 
and vigorous. 

Menstruation began at fifteen, 30-day type, regular, lasting five days, of 
inoderati! amount, painle.s.s. Alarried: five years. 

Previous obstetrical history: Two pregnancies of normal duration accompanied 
by moderate amount of early nausea and vomiting, previous labors, IG hours and 
.'PAliours in length respectively; first child delivered by forceps, second a spontaneous 
birth; each weighed eight and a half pounds. Last menstruation May 10, 1921, 
Quickening Sept. 1. Expected date confinement, Feb. 17, 1922. 

Reported first time on Nov. 17; previous to this time she had been under the 
observation of a Boston obstetrician. 

Piiysical ox:\mination; Color good, well nonrished, mentality keen, picture of 
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health. Breasts large, good gland substance, erect irregular nipples. Abdominal 
examination — irrelevant. 

Blood pressure: 11/17, 99/60, 3 urinalyses negative for sugar, albumen 
12/21, 102 casts, blood or pus cells. 

1/5, 106/52 
1/15, 100 

At the three or four antepartum visits the patient complained of no abnormal 
symptoms and presented no unusual signs. Four days after the last visit or on 
Jan. 19, in the afternoon she reported by telephone that the vision of the right 
eye was “blurry”, for 24 to 36 hours she had had a coryza ar\d backache and 
thought her disturbance of vision was attributable to this condition. She asked if 
she should consult an oculist and this was urged. 

Dr. Edwards reported within a few hours that he had found a well marked ret- 
initis probably of toxic origin. The patient was sent immediately to the hospital 
for observation and preeclamptic treatment instituted. 

Urinalysis: negative for albumen and sugar, microscopical; rare white blood 
cells. 

Blood coitnt: Red cells, 3,630,000; white cells 6,800, hemoglobin, 65 per cent. 

Blood chemistry: Nonprotein nitrogen 17,2 mg. per cent; Uric acid l.S mg. 
per cent; Sugar 5.15 per cent. 

Functional Iridney test : Per cent, first hour 16.6 per cent 

“ “ second “ 12.5 per cent 

Total 2 hours 29.1 per cent 

‘Wassermann negative to both antigens. Sinuses and nasal fossae negative. 
Teeth x-ray: no evidence of apical infection. 

As the retinal lesion was progressive, after 48 hours’ observation induction of 
labor was decided upon and accordingly can-ied out by introduction of a No. 3 
Voorhees bag, resulting in a spontaneous delivery in three and one-half hours of a 
six and one-half pound boy in good condition ; subsequent course of the patient from 
an obstetrical standpoint was uneventful. 

RErouT OF Eye Exasuxation by Dk. Waltek E. Edwauds 

Vision of right eye 20/30, left eye 20/20. 

Fundus of right eye shows a streak of exudate running from the margin of the 
disc toward the macula ending at a point just above the fovea. 

The vessels are congested and tortuou.- and a few flame-like hemorrhages can 
bo seen on the nasal and temporal sides of the disc. The margins of the disc 
arc indistinct. Tho picture is one of albumcnuric neuroretinitis. 

Jan. 22. — More hemorrhages and exudate present in the fundus. Process pro- 
gressing quite rapidly. Vision slightly more blurred. 

Jan. 25. — Delivery two days ago. Process in fundus receding, llcmorrhngcs 
darker. 

.Ian. 27. — iremorrhagcs absorbing rapidly, ilargins of disc clearer and vessels 
nearly normal in size. 

Fob. 12. — Vision normal. Hemorrhage and exudate nearly jibsorbcd. 



Society Transactions 


TRANSACTIONS OF THE AMERICAN ASSOCIATION OF 
OBSTETRICIANS, GYNECOLOGISTS AND 
ABDOMINAL SURGEONS 

THIRTY-FIFTH ANNUAL MEETING 
ALBANY, NEW YOBK, SEPTEMBEB 19-Sl, 19SS. 

(Continued from April issue) 

Dr. John 0. Polar, Brooklj’n, N. Y., presented a paper entitled Dry 
Labor. (For original article see page 488.) 

DISCUSSION 

DR. GRANDISON D. ROYSTON, St. Louis, Missouri.— I would like to ask Dr. 
Polak whether he has ever known a child to die during labor before the membranes 
had been ruptured, where no meddlesome interference had been practiced. 

I was glad to hear him say that he makes use of morphine and scopolamine in 
these eases. We have been doing that for seven years and the fetal mortality 
among our last thousand private cases was seven-eighths of one per cent. We give 
only a single dose of one-sixth grain of morphine instead of one-quaiter grain and 
do not repeat. We do not administer it in cases of inertia and rarelj' in cases of 
premature labor, because a premature child stands morphine badly. We have not 
found that hyoscine or scopolamine in moderate dosage had any appreciably ill ef- 
fect upon the mother or child. 

DR. WILLIAM D. PORTER, Cincinnati, Ohio. — ^Dr. Polak’s objections to 
manual dilatation are well taken. Complete manual dilatation is a physical impossi- 
bility, even if the cervix is not torn. His objection to the hydrostatic bags is, I 
think, well taken, if he uses a bag reenforced with unyielding material, such as the 
Champetier de Ribes bag and some of the others. However, there is a bag which 
I always use, namely, the Braun bag, which is balloon shape, made of soft rubber 
which dilates equally in all directions and expands without any restriction as to 
shape. That bag will produce dilatation without the objectionable features the 
essayist mentioned. 

As to the use of boroglyceride, I am skeptical. In the first place, it is an ob- 
jectionable procedure to be used by the general practitioner. In the second place, 
glycerin acts simply by abstracting water from the tissues. If you have a condi- 
tion in which the membranes are ruptured you would have that action neutralized 
before it has any particular effect. 

I believe a general criticism might perhaps be made of the paper to the effect 
that the dangers of dry labor are rather exaggerated. In my experience the dan- 
gers mentioned do not develop, as a rule, and to say tliat a woman should not be 
allowed to Ix; in labor more than 12 hours in these cases scenis an extreme state 
ment. 
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DE. JAMES K. QUIGLEY, Eochkster, New Yoric.— I would like to ask Dr. 
Polak as to the percentage of iodoform in the packing, and about the average time 
it is expelled? 

DE. JAMES E. DAVIS, Detroit, Michigan. — Tlie author emphasizes the impor- 
tance of considering the resistance of the patient. In this connection I want to 
refer to the finding of streptococci in such a large proportion of cases. I do not 
think the author means that under ordinary circumstances the finding of these 
organisms has any significance except that the patient’s resistance is lowered. 

It would be interesting to have Dr. Polak describe the types of streptococci that 
wore found, and also whetlier mutation may occur in these organisms under the 
conditions that prevail in the cervix and during labor. 

DE. MAGNUS A. TATE, Cincinnati, Ohio. — It is most interesting to examine, 
as I have done, hundreds of women after they have been confined, in order to see 
the condition of the cervix. It is most unusual to find a cervix which has not been 
torn in the normal or abnormal eases. They are all torn to some extent. 

There is one thing that I probably at this time stand alone in, in this Associa- 
tion, and that is, in manual dilatation of the cervix in certain cases. If we take a 
ease where the os is effaced, with a thin dilatable cervix, such a cervix can be 
slowly, easily and readily dilated without a tear. I have done this many times, and 
have yet to see any damage or danger in such manipulation. I grant that we should 
not attempt manual dilatation in every case. That would be foolish, foolhardy and 
meddlesome obstetrics. 


DR. A. M. MENDENHALL, Indianapolis, Indiana. — A patient whose mem- 
branes have ruptured and who is not in labor should be most thoroughly guarded 
against any possible infection. In other words, 1 would have such a woman go to 
the hospital, be properly prepared for future delivery and be given the proper sort 
of trial, resorting to every precaution to guard against infection. 


DE. POLAK (closing). — I want to answer Dr. Mendenhall’s question first and 
go backward. In the first case, wliere rupture of the membranes has occurred be- 
fore labor begins, with unprepared soft parts, with the head in the brim, and the 
head and pelvis presumably normal, my experience is to let the patient absolutely 
alone. Neither the child nor the mother suffers any injury from rupture of the 
membranes so long as the woman is not in active labor; she is kept under proper 
observation, and the cervix is not infected by repeated examinations; in other 
words, these patients should' bo under observation in the hospital but arc let alone. 
I have seen several babies die before the woman has fallen into labor, but I have 
scon so many liundreds delivered without any trouble, that I feel the two cases that 
stand out in my memory very distinctly arc the.so, one that occurred a month ago 
and one six years ago. As to the case of six years ago, the woman has never been 
pregnant since; that stands out in my memory very definitely, and fetal death oc- 
curred before the woman started in labor. Examination of the placenta showed 
the cause in both of these ca.«cs. There were old changes in the placenta, not new 
ones. 


In regard to tlio-gauzo loft in the uterus, I pensonally have never had to pull it 
out. Potter, of Buffalo, assured me recently that in all of his experience he hac 
never to pull it out; it is expelled at the end of alwut twenty- four hours- some 
times it will remain, as it did in one of my cases. thirt%--six hours hefore’it wa^ 
expelled, and it maintained the firmly contracted uferu.s just as the uterine pack 
mg does. In that way it does the two things, it prevents the extra hemorrhage 
winch these women have, and in the seeond place, it causes contraction at the 
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placental site and defends the -woman against the invasion of vaginal bactei-ia that 
are bound to migrate into the uterus. 

In regard to the vaginal pack, it is the old pack that -we have used now for 
nearly thirty years in every case where the membranes were ruptured. We do not 
do that now. We resort to packing of the vagina where there is a rigid os, where 
the cen-i.x is thickened from nonsupport, where others would eitlier use morphine, 
or bags, or manual dilatation. If we could teach the practitioner to boil his gauze 
and use sterile boroglj'ceride solution, which reduces edema, he would get better 
results. If we pack the vagina firml}’-, it is expelled as the baby pushes it down. 
Our rule used to be that when the pack was pushed out to send for the doctor, and 
if the head was down fully on the pehue floor he would put on the forceps. 

In regard to one other question, there is an impression that I said that when 
anj- woman remained for twelve hours in labor she should have interference. There 
was a third class of cases with the membranes ruptured, -where there was a slight 
disproportion between the head and the pelvis, with undilated cervix, and uiider 
ordinary circumstances we would permit the woman to have the full test of labor 
with the membranes intact. Tliat woman, if she did not show advance in twelve 
hours of active labor, needed the greatest of obstetric care, because cervical dystocia 
in that type of case results in dead children. Although I saw the Braum bag used 
in Vienna a number of times, I have never used it. 

In legard to manual dilatation. Dr. Tate said 1 made the statement that every 
cervix was lacerated during labor, and consequently you feel that if you lacerate it 
more, it does not hurt. But we do want to minimize these things, and when the 
cervix is obliterated with the os changed under anesthesia, if we get that cervix up 
to dilatation of the full hand or more, I believe you will increase the trauma. 


Dr. Williaji E. Darnall, Atlantic City, N. J., reported a ease of 
Twin Tubal Pregnancy. (For original article see page 53T.) 

DISCUSSION 

DE. JAMES F. BALDWIN, Columbus, Ohio. — With leference to the case of 
multiple pregnancy referred to by the essayist, I can only state that I reported the 
case several years ago in the Journal of the American Medical Association.' At the 
time of the operation there had been no suspicion at all tliat the patient was preg- 
nant. At the operation three curious lumps were noticed, about like average peas, 
two in one tube and one in the other. The specimens were turned over to the hospital 
pathologist and in due time he reported that it was a case of triple pregnancy. 


Dr. G. D. Royston, St. Louis, Mo., presented a paper entitled Gono- 
coccus Arthritis in Pregnancy. (For original article see page 512.) 

DISCUSSION 

dr. tUM. M. BROWN, Rochc.stek, N. Y. — ^Dr. Royston I believe made the state- 
ment that the ordinary therapeutic measures that would be instituted otherwise 
should not bo undertaken during pregnancy. I have not had- much fear of that. 
In fact, it has been a common experience that where we have had badly infected 
girls come in -with a profuse vaginal discharge any time during the last few weeks 
or few months of pregnancy, if wc put the.sc patients in the hospital, and packed the 
vagina thoroughly with 10 per cent formalin gauze, ten minute application every 
day or two, it certainly cleaned them up, and it is, to my mind, a valuable prepara- 
tion for a delivery which may he imminent. 



A1»I. ASSN. OBST., GYNEC., AND ABD. SURG. 


555 


DR. JADiLES E. DAVIS, Detroit, Michigan. — I ivould like to empliasizo one 
point both from the standpoint of the laboratorian and clinician. The essayist has 
indicated that a vaginal smear is often useless. Pi'om a laboratory standpoint it is 
quite useless excepting where, of course, you have a positive finding, but a negative 
finding means absolutely nothing. Smears should be taken routinely first from 
Skene's glands, after the finger has been inserted so as to practically obliterate the 
depth of these glands from one side and then, from the other, and next from the 
cervix. Sometimes it is necessary to exert pressure upon the cervix in order to get 
good smears, and thirdly, from the meati of the Bartholin ducts. Here, a certain 
degree of massage of the duet should be made to be sure of getting a fertile smear. 


Dk. E. Speidel, Louisville, Ky., presented a paper entitled A Routine 
Treatment for Hyperemesis Gravidarum, (For original article see 
page 481.) 

DISCUSSION 

DB. jMAGNUS a. TATE, Cincinnati, Ohio. — 1 know of no more distressing 
disease to treat than the excessive vomiting of pregnancy. In the first place, we 
do not know the cause. In the second, we treat it symptomaticallj', and in the third 
place, we do not know when to bring on labor. We have tried bicarbonate of soda, 
glucose, sodium bromid, ingluviu, oxalate of cerium, etc., and wc have tried corpus 
luteum, but the latter iu my hands has been disappointing. I have even given 
morphine, and according to Potter, have liad patients chew gum. Eveiy case is an 
individual one, and wo must do the best we can, usually treating them symptomati- 
cally. If wo encounter a neurotic and are sure of diagnosis, we are reasonably cer- 
tain wc can cure such a case. 

The grave and great question, however, is when to internipt pregnancy. I am free 
to confess, after seeing a good many cases, I do not know with any degree of cer- 
tainty. If wc have a case with high temperature and rapid pulse, and patient is 
getting worse daily, wc interrupt pregnancy, but the time that wc are to do this, is 
the uncertain factor. 

DB'. HEBAtAN E. IIAYD, of Buffalo, New York. — I was called iu consulta- 
tion a few weeks ago and had a very unfortunate experience. This woman had 
three children previously; she had suffered a great deal from nausea and vomiting 
with all of them, but finally the symptoms subsided and she was safely delivered. 
When I saw her she had a temperature of only 9D.5'’ by rectum; a few day.s before 
it had been 100; pnlso 118. T was satisfied the thing to do was to empty the uterus. 
The woman vomited practicaDy continuously for at least three months that she was 
pregnant. Wc had her removed to the Deaconess Hospital, and wc gave lier a little 
ether ,’vnd I did a hysterotomy in a verj- few minutes with very little bleeding and 
introduced my fmgor and emptied the uterus. She bore the operation very well and 
when put to bed she quickly developed a rapid pulse, MO, and she died in four 
hours. Tliis is a situation I would not have believed possible, namely, that a woman 
could Ire in such a serious condition with no temperature and pulse of only 118. 
Her Mood pressure was low, and she was quite jaundiced. 

DB. GEORGE W. KOSMAK, Nr.w York City. — I fool complimented that Dr. 
Sivndol ha.s read my book and has referred to my statement that these c-osos must be 
imlividualircd. 1 still ft-ol tliat is the proper way to handle them, and I do not con- 
sider that Dr. Speidel has really advanced a new treatment in what he lias pre- 
s/'Diod. M'causc in his recommendation he simply meets some of the underlying condi- 
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tions that are present in almost all eases of hj-peremesis. These women need more 
than anything else a supply of fluid. I am speaking of the average case, and 
whether you mix the fluid with bicarbonate of soda, glucose, or something else seems 
to be immaterial. Having met this indication, I think the remainder of the symptoms 
must be treated individually, and we must study each patient and do the best we 
can for her. 

I have seen in recent years an increasing number of cases in which hemorrhages 
have occurred. These hemorrhages have conic either from the mucous membranes of 
the stomach and intestines, or they have arisen in the uterus. I believe that the 
occurrence of hemorrhages from either of these sources -should be accepted as an in- 
dication for emptying the uterus, no matter how favorable we may think the result 
of our treatment is. I do not consider it well to wait for the appearance of jaundice 
or the extreme emaciation that we sometimes see in eases in which attempts at mouth 
feeding have been kept up. I feel that the logical thing is to recommend emptying 
of the uterus in anj' case in which the vomitus assumes a coffee-ground character 
or in which blood is noted as hai’ing passed by the rectum, or in which there is bleed- 
ing from the uterus. A case of that kind came to my attention recently in a 
young girl, who was anxious to have a baby, and who had been vomiting for four 
weeks. She came to the hospital and within a few days the vomiting practically 
ceased with the methods that Dr. Speidel has outlined. But she continued to bleed 
from the uterus. Now, whether she was undergoing abortion for mechanical reasons; 
whether the continued vomiting was inducing that abortion, or whether we were 
dealing with some other cause I am not able to say. That girl was steadily losing 
blood. I made a careful speculum examination and found the cen-ix was consider- 
ably eroded; it was patent; I could almost introduce my finger, and I decided to 
emptj' the utenis. A gauze pack was introduced to soften the cervix more, and a 
blood clot of considerable size presented within the cervix. The next day the uterus 
was readily emptied. The sac was intact, and the fetus was apparently perfect, 
but I found a considerable amount of ecehymosis around the placenta. The placental 
separation was evidently due to a toxic cause. I do not believe even the cessation 
of vomiting would have carried out that pregnancy; I believe she would have aborted, 
or the fetus would have been malnourished to such an extent that it would have 
perished. 

As I have said, these cases must be individualized, and the treatment which Dr. 
Speidel has verj- graphically outlined should be pursued; but aside from that other 
symptoms must be watched for, and above all, pregnancy interrupted when, notwith- 
standing the impro'\-ement in the vomiting, there is other evidence to show the 
patient is not doing well. 

DR. JAMIES F. BALDWIN, Columbos, Ohio. — ^Dr.- J. D. Dunham a local inteni- 
ist, puts the patients to bod and keeps them as quiet as possible under absolute rest. 
His treatment consists in feeding them small quantities of dry food with no liquids 
to wash it down. This food adheres to the walls of the stomach as would a dose of 
dry calomel. I have not had occasion in a single instance to empty the uterus where 
this line of treatment has been carried out. 

About a year ago I emptied the uterus of a physician's daughter who was near 
death ’s door wlien brought to the hospital. Two loading obstetricians saw her in 
consultation and both advised that the uterus should be emptied at oiicc. She had 
been vomiting continuously since tlie beginning of her pregnancy. Both the special- 
ists thought it was too late and that she would die in-spitc of treatment, but she 
finally pulled through and is now well. If she becomes pregnant again I .shall cer- 
tainly advise the drj- food hoping that an abortion may be obmated. 
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DR. JOHN OSBORN POLAK, Bkookdyn, New York.— It has been general 7 
admitted that whatever the cause of the toxemia is, the burden df it is thrown upon 
the liver, and we have liopcd that routine blood chemistry would show us something 
about when to empty these uteri, because if the case is carried too long, whether 
the uterus is emptied or not, the pathology that has tahen place in the centra 
lobules of the liver is so destructive that sometimes it cannot be regenerated and 


death occurs. 

Blood chcmi.stry with us has been rather disappointing. The only thing that has 
conic out of thn study of blood chemistry has been the creatinine content, and the 
rise of that is an index as to the prognosis in these cases. That has kept pace 
as none of the other signs in the blood have done, with the clinical picture of the 
case. Wliere the creatinine content has risen and persistently' so, notwithstanding the 
introduction of glucose into the vein and feeding, we have found that these patients 
become pregressively worse clinically as well as chemically. 

There is one other point I want to bring out, and that is a suggestion made some 
time ago for direct blood transfusion of SOft c.e. in these cases, and I want to say 
that we have had three recoveries in what I considered absolutely hopeless cases from 
the clinical picture and the blood chemistry. 


DR. H. WELLINGTON YATES, Detroit, Michigan.— I believe with Dr. Kosmak 
that there are definite instances in wliich. the uterus must be emptied, and probably 
the ereatiiiine estimation spoken of by the preceding speaker is a fair indication. I 
am sure also that the blood findings, as studied up to the present time, have taught 
us very little. We Iiave found the urea content and the other blood findings the 
same after the uterus has been emptied as before in individual cases, so that in 
itself it is not an indication of whether we should or should not empty the uterus. 

The point Hr. Kosmak has made is one of paramount importance, namely, it is 
a question entirely of dehydration. It is not a question of starvation except for 
fluids and if that fluid can be given in some way other than by mouth it should be 
done. To that end I believe it is highly important that all these cases, especially 
the grave ones, be hospitalized and absolutely under control. 

Physiological chemists have recently brought out the fact tliat we have been using 
the uord acidosis in a rather loose way, and that some of the cases we have attributed 
to acidosis have been really due to overalkalinity of the blood. 


DR. WILLIAM M. BROWN, Rochester, New York. — I used to be rather op- 
timistic about these cases until I lost a few of them, and now I am afraid of eveiy 
one of them. I cannot say that I have had quite such a convincing observation as 
Dr. Polak has reported in regard to the creatinine content. I have seen a number 
of cases whore the creatinine has increased very materially, and the patient would 
turn around, have a therapeutic abortion, and get well. 


DR. JAAIES K, QUIGLEY, Rochester, New York. — I feel that until we have 
some test of the hepatic function we are thrown back on clinical evidence absolutely. 
I have given up g]uco.<ic intravenously for the particular reason that it has been 
dis.appointing. And I am afraid of the reaction from glucose. I would lay emphasis 
on the use of bromids per rectum and water given intravenously. Van Slyke has 
called attention to the danger in the use of morphia in cases of acidosis on account 
of its general effect on respiration. 


DR. ABRAHAM .T. RONGY, New York Citv. — R egarding the creatinine con- 
tent, it is important to differentiate between the patients who are nephritic and those 
who have no kidney involvement. If the creatinine content is on the increase 
in patients who are suffering from ncphriti.s, it is not so dangerous as it is in those 
patients whose kidncy.s functionate properly. 
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It is impossible to generalize and piit forth general rules to guide us in the treat- 
ment of the toxemias of pregnancy. However, any woman who has lost one-sixth 
of her weight as a result of vomiting of pregmancy is in danger. The loss of weight 
occurring in the early toxemia of pregnancy must be combated by solid foods in ad- 
dition to the fluids the patients take. It is a mistake to restrict them to light foods 
and fluids only; in some instances these patients stand solid food better than fluids, 
and, really, the patient should be asked as to her preference for any particular kind 
of food and she should be given any food she desires. 

The lower blood pressure is due to exhaustion. Low blood pressure always means 
a sluggish capillary circulation. The administration of digitalis and adrenalin very 
often will tend to raise the blood pressure and improve the general condition. Lutein 
extract, in my hands, did not benefit patients who suffered from pernicious vomiting 
of pregnancy, and I practically gave up its use in these cases. 

DE. SPEIDEL (closing.) — ]My contention is that vomiting of pregnancy should 
receive more consideration in order that we may be called in consultation earlier. 
The cases manifesting extreme symptoms are generally the ones we see in consulta- 
tion. "We get these cases when they are so extreme that to interrupt pregnancy at 
that time means almost certain death; consequently in these extreme eases, as we 
have no positive way to determine whether pregnancy should be interrupted or not, 
we must at least relieve the patient in such a way that at the end of a definite time, 
if the disease has not been ameliorated, we should have her in a better con- 
dition for interniption of pregnancy than when we first saw her. It would seem 
that the glucose absorption test of Titus and Gibbons shows definitely whether the 
liver is able to reestablish itself or not. They have made postmortem examinations 
of cases of liyperemesis, and the liver in one case showed distinct regeneration of the 
liver cells due to the glucose injection. If Polak’s suggestion of increase in 
creatinine is a better test then, where laboratory facilities arc at hand it should be 
used. In many localities such laboratory facilities are not at hand, and in these 
eases we then have to depend upon definite treatment of some kind. 

As Dr. Tate says, we have tried this and we have tried that, but have we tried 
them definitely and systematically from day to day, for that is the only proper way 
to test a remedy. You can try glucose today and corpus luteum tomorrow and never 
arrive at anj-thing. It must be done systematically, and that is whj' I suggested 
this routine. 

In regard to the use of dry food, I have always insisted upon the fact that when 
a patient is able to take food after the emesis has subsided, it should be dry food, 
such as shredded wheat biscuits, that must be cliewed without the addition of water’. 
Blood transfusion can be added to the suggestions that I have made. The routine 
is suggested merely as a basis. Irrigations of and instillations into the rectum and 
the introduction of glucose intravenously constitute the main features to carry the 
patient along for a short time, hoping that the condition may subside and the preg- 
nancy will not have to be interrupted, or, at any rate, if it is to be interrupted 
that your patient is in as good, if not a better, condition than she was before treat- 
ment was instituted. 


Dr. 'Willt.a.ji Seam.an Bainbridge, New York N. T., pre.sented a paper 
entitled Transplantation of the Human Ovary; Present Status and 
Future Possihilities. (For original artiele see page 493.) 

DISCUSSION 

dr. CHARLES G. HEYD, New Y'ork City.— AVc liad occasion at the Post- 
graduate to graft skin for a complete avulsion of the scalp. AVc used seventeen dif- 



AM. ASSN. OBST., GYNEC., AND ABD. SURG. 


559 


ferent skin donors and were quite suiTTrised to find that the transplants from certain 
donors uniformly failed. In studjdng the factors of failure we came to the con- 
clusion that all transplants, in a measure, followed the law of blood donors; that 
is, you would not obtain successful grafts of skin or of like tissue if there was a 
wide difference in the serologic reactions of donor and recipient. It is a peculiar 
biotic law that you must have serologic affinity to liave successful transplants. 
That would seem to suggest a possible extension of the serologic law in its rela- 
tion to sterility. It would be interesting to test out the wife and husband in re- 
lation to their blood group, and I think that in tlie future we will see an exten- 
sion of the donor law — a similarity in serologic reaction as the basis of all suc- 
cessful transplants. 

DE. EGBERT T. MORRIS, New Yoke City. — The most important point brought 
out in Dr. Bainbridge ’s paper is the emphasis laid upon the donor law. By that 
rule we are going to find a way out of our unsuccessful grafting. 

In regard to serologic affinity, I made a series of rabbits immune to each 
other’s serum, and after hawng done that, I transplanted the ovaries and found 
that the grafts became absorbed even more quickly than before. 

In regard to saving homoplastic grafts, replacing an ovary which has been 
removed, it is important to conserve the fallopian tubes as well. The oviduct in 
many cases, particularly in infective cases, ragged, torn, clubbed, with no opening, 
appears to be such a pathologic mess merely from the gross signs, that many sur- 
geons have removed everything cn masse. If you spare the ragged, torn, bleeding, 
clubbed oviduct, with no opening, split it from the cornu of the uterus to the 
clubbed tip, drop it back into the abdomen, wait three months, open again, yon will 
often find fimbriae which were not present before. You will find furthermore that 
part of the oviduct, which was obstructed by hyperplastic connective tissue, will be 
lined with new conducting cells, and the oviduct may have assumed nearly normal 
form. That is a point that has been overlooked, and if we spare the oviducts in 
many cases in which an ovary and tube have been removed, and if, at the same time, 
we make heteroplastic or homoplastic ovar-ian grafts, we shall then not only retain 
the effect of the internal secretion from the graft, but also an increased opportunity 
for pregnancy. The only pregnancy 1 have had in a number of heteroplastic and 
homoplastic graft cases happened after a heteroplastic gi'aft in which the two in- 
dividuals happened to be alike by donor law. The mother bore two children. That 
was the only pregnancy obtained in my series of experiments. It is not the preg- 
nancy part that is so important, as the avoidance of sudden menopause and retention 
of endocrine power. 

DR. JAMES E. DAVIS, Detroit, Miciiigax. — In addition to the homoplastic and 
heteroplastic phase of the question, we have to bear in mind that the ovary is a 
deciduous organ. The age of the ovarian tissue ought to be considered and of course 
the age of the patient. Then there is the law of ultimate differentiation of tissue 
in the body, and the mixing up of connective tis-^^uo with epithelial elements in in- 
flammatory and neoplastic changes would make it necessary for the expenditure of 
considerable tissue energj' to restore the normal orderly arrangement. That I be- 
lieve would interfere with successful growth. 

It would appear that much more attention should bo given to all tissue cultural 
conditions. If one may .iudge from the literature, this work has l)ccn done by simply 
placing a piece of ovarian tissue in a selected site where the blood supply c.an be 
expected to bo good and become properly e.'^tablished. 1 am satisfied that is much 
more necessary to the ultimate success of this work. 

DR. BAINBRIDGE (closing). — ^In my Jlcpori on ihc MciJicat and .^urijicnl De- 
velopments of i!ic TTor (U. S. Naval Medical Bulletin, .Tanuary 1010), I referred 
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to -n-ork along this line done at Eouen during the war, where they had great 
success. Realizing the possibilities, I made this note in the Report: “If the donor 
law is to apply to the transplanting of skin, then when transplanting any tissue we 
should conform to the same law'. It may be that this will make possible the success- 
ful transplanting of glands, like the ovary and thyroid.” 

While I believe the value of transplantation is very gi'eat, there is distinct danger 
that the exaggerated claims of the irregular practitioner, made public, will do harm 
in more ways than one. This must not deter us from a continuance of careful study 
and earnest investigation of the subject. 


NEW YORK ACADEMY OF MEDICINE 
SECTION OF OBSTETRICS AND GYNECOLOGY 
STATED MEETING HELD DEGEMBEB S6, 1922. 

Dr. Williaji P. Healy in the Chair , . 

Dr. Arthur Stein reported A Rare Type of Carcinoma in a Woman 
Twenty-nine Years of Age. (For originaP article see page 539.) 

DISCUSSION 

DR. HARBECK HALSTED. — A somewhat similar case was admitted to the 
Sloane Hospital last July. There was a hard tumor in the left iliac fossa about 
the size of an egg and apparently attached to the iliac bone. No definite diagnosis 
was made. As the patient was in fairly good condition and was pregnant, operation 
was postponed. Finally, as the tumor continued to grow it was decided to perform 
an exploratory celiotomy. 

Dr. Studdiford operated and found a tumor about the size of an orange, at- 
tached to the iliac bone and very hard except in the center, which had undergone, 
necrosis. He found it impossible to remove the tumor, and therefore, only removed 
a small section for examination. 

The tubes, ovaries and appendix were found normal and the uterus pregnant. 
Tlie pathologic report stated that the growth was a squamous-cell carcinoma. The 
woman is still alive but in poor condition. Radium was used but produced no im- 
provement. 

DR. HAROLD O. BAILEY. — I operated upon a papillary adenocarcinoma of the 
ovary, and wiped away the metastatic growths that were found in the abdomen. 
Expecting that the woman would rapidly get worse I yet treated her very thoroughly 
with radium. She became practically well so that I was unable to palpate any 
mass in the abdomen, but after a year she returned with a well-marked growth in 
the groin, similar to the case reported tonight. The growth was filled with radium 
tulx?s and the patient improved, but I have no doubt that she has since died. 

DR. M. B. ROBINSON. — The point of interest in the case is the difficulty of 
tracing the primary growth, if this tumor is to be considered secondary. It is also 
hardly conceivable tliat the few papillary growths at the fimbriated end of the left 
tube could be considered as the primary' focus. The theory advanced that it may 
be a metastasis from a papillary- gron-th of the right ovary-, which had been removed 
some ten years previously, might be plausible if the present involvement had been 
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of the left ovary. In this case the ovaiy, as it appears in tlic report, was not 
affected, so that tlie metastasis must have taken a most unusual route. Anotlier 
peculiarity of this tumor is that in spite of its pseudomucinous type it has de- 
veloped downwards towards the retroperitoneal space instead of intra-ahdorainally 
as most of these tumors grow. It is my belief that this tumor is a primary pelvic 
growth and has no connection with the genitalia. 

DR. W. P. HEALY. — We meet with unusually located tumors and when we 
consider their histology we must conclude that their origin is from congenitally dis- 
placed tissue. It has been interesting to note from time to time that we find 
metastatic growths in the groin from primaiy carcinoma of the eemdx. It is not 
unusual to find these metastases breaking out in odd locations. It is quite possible 
that the ovary removed from Dr. Stein’s patient might have contained the primary 
lesion. 

DR. STEIIST. — There might have been a primaiy tumor in the right ovary which 
was removed ten years ago. We know that eystadenocarcinoma recurs very late 
even when the primary gi-owth has been very small. Olshausen and others have re- 
ported cases of late recurrence, for instance one 14 and the other 17 years after 
the primary growth had been removed. Once in a great while these recurrences 
appear on the side opposite that on which the original growth was situated and 
sometimes they recur retroperitouoally and in the inguinal glands. I think we may 
discard the probability that tho tumor arose from the left tube because the tumor 
was a typical adenocarcinoma of the ovary. As there is also the possibility tliat 
there might have been a supernumerary ovary in which it originated, I am unable 
to say whether tho tumor was primary or secondar 3 ^ 

I presented this case because it is an extremelj' rare occurrence when dealing 
with a squamous cell carcinoma to find the tube and ovary practically normal. 
The appendix also was normal. Do I understand that in the case cited by Dr. 
Halsted this was also the case? 

DR. HALSTED. — I am sure the tubes, ovaries and appendix were normal in our ■ 
ease; though I did not perform the opeiution myself I was present and Dr. Stud- 
diford examined them and stated that tliey were normal. 

DR STEIN. — Dr. Bailey’s case does not come into this group because in that 
case the ovaries were apparently the seat of an adenocarcinomatous change. 


Dr. James A. Corscaden reported a case of Paratyphoid Beta Infec- 
tion of an Ovarian Cyst. (For original article see page 545.) 

DISCUSSION 

DR. WARREN COLEMAN. — First from the standpoint of primaiy infection, I 
should be disposed to question whether this is a primaiy infection of an ovarian 
cyst. The same question arises in the case of so-called healthy typhoid caitiers. 
In both instances it is assumed that the patient has never had typhoid fever. In 
infections of the biliary tract, including the gall bladder, there are two hypotheses; 
One is that the bacillus reaches the biliary passages tlirough the common duct 
from the intestine; the other is that the bacillus reaches the biliary passages and 
gall bladder by way of the blood. In Dr. Corscaden ’s case there is only one way, 
it seems to me, by which the bacillus could have reached the cyst, that is by way 
of the blood stream. The idea that infection occurs by waj' of the lymphatics is not 
given much support at present. I believe that the so-called healthy typhoid car- 



562 THE AMERICAN JOURNAL OP OBSTETRICS AND GYNECOLOGY 


riers probably liad a mild type of the disease lasting only a fe^v days or possibly 
a week and which was not recognized. Some years ago while investigating the 
irregular tj-pes of typhoid fever at Bellevue Hospital we found numerous cases 
which lasted for only a week to ten days. It seems to me not improbable there- 
fore that Dr. Corscaden's patient had this varietjv of typhoid fevers, and that 
the infection of the cyst was secondary. 

The number of eases reported is small, but probably represents only a limited 
proportion of the eases which have occurred. The most complete study of this sub- 
ject is found in an article bj- Lewis and LaConte in the American Journal of 
Medical Sciences in 1902. They refer to six or seven cases collected from the 
literature and report two of their own. Keen reports five cases. It is curious to 
note the number of these ovarian tumors which have turned out to be dermoid 
cysts and not ordinary cysts such as Dr. Corseadeu has reported. (Dr. Coleman's 
case report follows). 

Miss D. S., tliirty-seven years old, unsatisfactory history, but the essential 
facts are clear. She was taken ill about the middle of October, but continued at 
work until November 14 when she fainted in her doctor's office and was sent at 
once to St. Bartholomew’s Hospital where she was found to have a temperature 
of 104° F. The abdomen was distended and tendeniess and rigidity in the right 
lower quadrant. Tire sub.sequent course of the disease was typical of tj-phoid. 
The IVidal test was positive twice against B. tj'phosus in dilutions of 1.160, and 
negative for paratyphoid bacilli A and B. The stools were negative for B. 
typhosus on four occasions. The urine was negative. Vaginal smears were negative 
for the gonococcus. 

On November 21, the abdomen became distended and the patient complained of 
exenieiating cramp-lilce pains occurring intermittently, located for the most part 
in both lower quadrants, but at times referred to the epigastrium. The muscular 
rigidity was peculiar in that it was patchy in distribution: it was most marked 
in the right lower quarlrant, less so in the left; and there was slight rigidity in 
the epigastrium. Free fluid could not be detected in the flanks. A point of interest 
is that the pulse rate was only 100, respirations only 16. The patient did not look 
as ill as the extent of the peritoneal involvement appeared to warrant. I made the 
diagnosis of acute peritonitis and recommended operation. Operation was per- 
formed within several hours. A little bloody fluid was found in the peritoneal 
cavity; the right Fallopian tube was largo and inflamed, the left tube was less 
extensively involved. The right tube was removed, but there were so many ad- 
hesions about it, from previous disease, that it was ruptured in the removal. By 
this time the patient's condition had become so precarious that removal of the left 
tube was not attempted. 

The tj'phoid bacillus was recovered in pure culture from tho peritoneal fluid. 

I thought it might be of interest to bring this case before you. It is not an 
infection of an ovarian cyst but an infection of the female genital tract, in this 
instance occurring during the course of typhoid fever. 

DR. CORSCADEN. — I am very glad the question of a primary lesion has been 
taken up. Schottmiiller discusses so-called gastroenteritis and says that through 
acute infections in the alimentarj' tract, the infection may finally lodge in a cyst. 
The case may very well have been a case of paratv-phoid fever. Tlio temperature 
rose to 104° F. and then fell gradually for a day, then shot up again to 104°, 
when the cyst may have become infected. 
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Dr. Harold Bailey presented a paper entitled Consideration of the 
Causes of Stillbirth and Neonatal Death, of which an abstract 
follows : 

We have been told that obstetricians are responsible for 7 or 8 per cent of fetal 
deaths and the question is whether it is a just charge. I have attempted to find out 
just how much of this mortiility we may justly be charged with and how much 
we are more or less improperly charged with. 

In the first place the consideration of stillbiidhs and neonatal deaths should be 
changed so that under this heading we should start from the period of viability, 
and abortions and miscarriages should be excluded. A comparison of our statistics 
with state and city statistics is held up by the large abortion rate. The State 
certificate asks at what month the woman has arrived. It is difiieult to do that. 
It would be better to take the period of viability or when the fetus weighs 1200 
gm. and is 35 cm. in length. 

The question also comes up whether we are not wasting time and money in our 
present methods of prenatal care and whether we have not done as much in the 
hospitals and clinics as can be done by a nursing service. 

My paiier presents a comparison of the figures of the Berwind Maternity Clinic 
and the Manhattan Maternity. Tlie mortality rate of the Berwind Clinic for three 
years was 47 per thousand, and in the past year that figure has been reduced 10 
per cent. One may say that the figures of out-door clinics are not suitable for 
comparison with those of hospitals, because the women who come to the out-door 
clinics are sturdier on the average than those in hospitals. In comparing the 
figures of the Berwind Clinic ivith those of the Manhattan Hospital it is amazing 
how closely they correspond. Among the clinic patients there were two cesarean 
sections in the hospital there were eight. The number of stillbirths is the same 
within 0.2 of one per cent. There was no patient discharged from the clinic 
whose subsequent history was not obtained and compiled in our records. At the 
Benvind Clinic there were 27 stillbirths and 15 neonatal deaths. In regard to the 
causes of death, three were due to dystocia and 15 or 1.5 per cent lost their lives 
from difficult labor. Out of the entire 27 stillbirths there were 15 fetuses that were 
macerated at the time labor began, so that of these 27 stillbirths there was a 
possibility of saving only 12 even with a perfect technic. There were three cases 
of syphilis, but none among the neonatal deaths. The majority of infants 
in this group of twelve lost their lives by cerebral hemoirhage. There were two 
cases of toxemia and one patient died of eclampsia. 

In the 1000 cases at the Manhattan Maternity the stillbirth rate was 27.4 and 
the neonatal deaths numbered 32 instead of 15. This discrepancy is explained by 
the fact that there were seven major congenital anomalies that lived for only a 
short time. There were two babies, weighing 1% pounds that lived for a little 
while. If one removed these cases from the list the difference in the figures for 
neonatal deaths would not show so great a discrepancy. This rate for congenital 
anomalies is excessively high. There is considerable credit due to the younger 
operators who work on the outside service for the fact that the figures are So 
nearly like those of the hospital. 

If we take the figures in relation to the entire death rate at Berwind and at 
the Manhattan Maternity we find that at Berwind the mortality rate from 
dystocia is 35 per cent while at the Manhattan it is 26 per cent. These figures are 
considerably better than those given in a recent English study which gave the 
mortality as 51 per cent. 

At the Manhattan Maternity the Wassermann was taken at the first visit and 
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there were onl}' seven who had a reaction above 1+, and all were delivered of 
living babies. A 1+ reaction we do not recognize as a positive reaction and patients 
having such reports are not treated at the hospital. Instead of the 26 per cent 
of stillbirths and neonatal deaths due to syphilis as shown by Williams, we have 
4% per cent. 

Tlie mortality rate due to stillbirth and neonatal deaths at the Women’s Hos- 
pital is given as 46 per 1000. Dr. Beck’s figures show a mortality rate of 31.6. 
Tliq difference is probably due to the fact that his start at the seventh month 
and end two weeks postpartum, while we carr 3 ' ours through the entire month fol- 
lowing deliverj'. I feel tliat our rates would be in the neighborhood of 30 if we 
were allowed to adjust them to the scale Dr. Beck has taken. 

At tlie Manhattan we have found 26 per cent of the deaths due to prematurity, 
at Bernind 35 per cent were due to this cause. If we take New York State statis- 
tics outside of New York City we find a neonatal death rate of 42 to 46 per cent 
due to prematurity in the years 1920 and 1921. I believe prematurity is the 
greatest cause of disaster and that measures adopted to counteract this cause of 
mortalitj' must be antenatal and intranatal. 

SUMMARY 

Certain facts stand out in the consideration of the deaths in these two clinics. 
In the adjoining districts covered bj" these institutions syphilis and toxemia play 
a minor part as a causation of fetal or neonatal deaths. Undoubted!}- this is due 
to the close control of these patients in the prenatal clinics. Our efforts in prenatal 
care heretofore have been directed largely toward the correction of these two 
otiologic causes and now, having been successful in a regime which does alter 
this factor, it would seem as if wo must tuni our efforts into another line. An- 
other impressive fact concerning tliis study is that from an operative standpoint 
we still have a field for improvement. 

The prevention of prematurity and the care of the premature in the neonatal 
period offer us new problems and in a field almost untouched and apparently one 
in which we might accomplish a great deal. In the first place these women must 
come to our prenatal clinics earlier- in pregnancy and it must be clearly understood 
that the possibilities of disaster as regards the fetus are as great in the seventh 
and eighth month of pregnancy as at term. 

It is a question whether we should continue with the nursing prenatal care as 
at present conducted. Should we not substitute the care of well-trained physicians 
to the solving of this intricate and difficult problem? The probabilities are that 
more will be accomplished by a thorough social service nursing regime and with 
the patients brought into the clinic much more frequently than is now the custom. 
In those instances where the patient is unable to come because of illness, she 
should be visited by a physician from the clinic or removed to the hospital. 

Those patients showing a trace of albumin in their urine must be considered 
as abnormal and their metabolism should be studied in tlie most thorough manner. 
A laboratory should be established in eveiy- prenatal clinic and hospital beds should 
bo pro-vided where such studies may be properly conducted. "While it is impossible 
to consider the hospitalization of a majority of these women, rest and freedom 
from exertion should be provided by admitting to their homes prenatal workers 
of the mother’s aid trqie, so that the general housework may be lightened for them. 

The premature infant should be looked after by the trained pediatrician. Some 
of the most difficult problems in physiology and pathology present themselves in 
this group and these infants at present are cared for by the obstetrician whose 
mind must bo filled with the problems of pregnancy and labor. 
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Tlie association of the ohstetrician and the pediatrician should be a close one 
but the entire charge of the newborn, whether premature or not, sliould be in 
the hands of tlie latter. This ideal arrangement is already working in several 
hospitals. If the obstetrician had the number of his patients cut nearly in half 
in this waj’, he might find time to investigate the problem relating to the produc- 
tion of premature birth. 

CONCLUSIONS 

The fetal mortality of childbirth is due to several causes but prematurity 
stands foremost, with trauma due to dystocia as a close second. In order 
to prevent these deaths from prematurity, and it must be recalled that they 
occur in the antenatal, intranatal and neonatal periods, the present methods of 
prenatal service could be of very little use. The best trained minds must be at 
our service and the biochemist and the internist should give us aid in ascertain- 
ing the causes for this premature emptying of the uterus. Possibly a low grade 
toxemia causes degeneration of the placenta and is thus the origin of the trouble. 
Premature infants do not stand operative trauma and in all abnormal deliveries this 
should be taken into consideration. Tlie postnatal care of those that survive should 
be placed in the hands of competent pediatricians. 

On the east side of Manhattan, sypliilis is not a common cause of stillbirth or 
death during the first month of life. The incidence was 4.5 per- cent of all such 
deaths in the two institutions during the 11 months of the year. 

Abortions and miscarriages should be separated in the health reports from those 
deaths that occur after the period of viability and the weight and length of- the 
fetus should be the determining factor. 

DISCUSSION 

DE. HALSTED. — I looked up our statistics at Sloane for several years and 
then gave it up because I came to the conclusion that we had no common ground 
for comparison whatever. One hospital reported 85 deaths per thousand and 
another 31. If all of the first class maternity hospitals had the same basis for 
compiling their statistics their figures would be about the same but at present they 
use such different standards that we cannot compare their figures at all. 

I feel sure that a mortality rate as low as Dr. Beck’s will be reached if we apply 
his scale. Our figures are higher than his but we used the present Board of Health 
rule which is any fetus boni dead no matter what the month of gestation is con- 
sidered a stillbirth. 

DE. ALPEED C. BECK. — The mortality rates reported by Dr. Polak and myself 
are not too low. We hope to be able to even further reduce them. In mj' opinion 
the average infant mortality should be between 1 per cent and 2 per cent. 

Wliile these figures are much better than those reported by Dr. Bailey they do 
not indicate that we are doing better obstetrics in Brooklyn, as the statistician 
referred to by Dr. Bailey would have you believe. I believe that Dr. Bailey’s 
figures would be as good as those reported by us if ho had prepared his statistics 
as I did. 

Until we have a common standard we will not be able to learn much from these 
statistical papers. If each hospital includes in its report all of the cases admitted 
to its service the statistics will be of very little value. As we all know, some 
institutions are merely dumping grounds for the neglected and mismanaged cases 
of midwives and poor practitioners. Other hospitals have a very small number of 
such cases. A most excellent obstetrical staff working in an institution whose 
patients consist mostly of those neglected cases will not show as good end results as 
those obtained by mediocre men whose material is of a better grade. 
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My paper wliicli Avas read at the Boston meeting of the Am. Med. Assn, was 
prepared for three purposes: Tlie first was to show the value of prenatal work. 

Tlie second was to show the infant and maternal mortality that might be 
expected in general, if prenatal work were done, and not the results that should 
be obtained in hospital practice where the percentage of difScult cases is much larger. 

The third was to show a method of preparing statistics which would enable us 
to compare the results of the routines employed in various institutions. In other 
words I hoped that I was suggesting a common ground for the preparation of 
these statistical studies. 

All of the cases included in my analyses were seen by us before the onset of 
labor. If all of us in the preparation of our statistics would exclude the neglected 
cases which enter our service late in labor when the risk to both mother and 
child is great irrespective of the method of treatment employed we then would be 
able to compare and discuss intelligenth' the plans of organization that are used 
in various institutions and profit by the routines that are described. 

In addition to excluding all eases that w'ere not seen before the onset of labor 
I also excluded all premature labors that resulted in the birth of infants under 
1500 gm. While the figure given by Dr. Bailey, namely 1200 gm. is that wliich 
is usually given as the minimum from the standpoint of viability, I feel that in a 
study of this kind 1200 gm. is altogether too low as most of the prematures this small 
have very little chance of surviving. On the other hand we can save a large per- 
centage of those over 1500 gm., if we give them proper care. This higher level 
for prematures no doubt also accounts for a part of the discrepancy between our 
figures and those of Dr. Bailey. 

In my paper all infant deaths under two weeks were included. This period was 
chosen because our patients are discharged fourteen days after delivery. Our 
experience with those who can be followed up has shown that very few deaths 
that occur between the fourteenth day and the end of the first month are due to 
obstetric difiiculties. For this reason I feel that fourteen days rather than one 
month is a better standard for statistical study of neonatal deaths due to obstetric 
causes. For the same reason I believe that Dr. Bailey’s inclusion of the first 
month rather than the first two weeks is not responsible to any great degree for 
the difference in our figures. 

Since writing my paper in which I aimed to suggest the standards which I have 
already mentioned, it has occurred to me that in addition to these suggestions we 
must note the proportion of primiparae and multiparae in our service. 

As Dr. Bailey and I did not use the same standard in the preparation of our 
statistics it seems quite unfair for anyone to compare Ms higher mortality with 
that reported by Dr. Polak and myself. 

For a number of years we have been trying to lower our infant mortality. About 
ton years ago wo lost something like 70 per thousand. This figure was cut to 50 
per thousand and later 45 per thousand. As Dr. Bailey has stated in our last 
two analyses the rates were 25 and about 30 per thousand. 

Some of the things which I believe have greatly lowered our infant mortality 
are: 

(1) The deliver}- of only multiparae on our outpatient seivice. All primiparae 
are delivered in the hospital. As a result of this, routine intervention in the interest 
of the child is practiced as soon as the indication arises. If the fetal heart showe 
evidence of aspln-xia it is not necessarv- to wait for the appearance of the attend- 
ing obstetrician. Our resident obstetrician delivers these patients witliout this 
delay. 
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(2) No patient is delivered loy the outpatient service unless she has been pre- 
viously examined in our prenatal clinic. 

(3) . Syphilis is looked for by means of serologic examination and vigorously 
treated regardless of the period of gestation. 

(4) The prenatal nurses who ^dsit our patients in their .homes by their admee 
and assistance have greatly diminished the incidence of premature deliveries. In 
addition to diminisliing the actual number of premature deliveries we believe that 
the help of these nurses has resulted in the birth of larger and better developed 
prematures when thej’ do occur. 1711110 I agree with Dr. Bailey in the necessity 
for the physician's examination and advice in the prenatal clinic I, at the same 
time feel, that the nurses’ service are indispensable. The nurses work under the 
supervision of the physician in charge of the clinic. They are advised concerning 
the various cases in their particular districts and through their cooperation this 
advice is followed much better than it was in the days when we had no prenatal 
nurses. 

(5) Stripping of the breasts has furnished us with another means of cutting 
down the infant mortality. Bj’ the use of this routine we obtain maternal milk 
not only for our premature infants but for those who do not receive either sufficient 
or proper milk from their own mothers. 

DK. BAILEY (closing). — The particular points that I want to make in this 
paper are (1) the need for the prevention of premature births at the seventh and 
eighth months, and (2) the need for combined action in regard to the basis of 
our statistics, so that statisticians and obstetricians maj' start at the same point. 
Cases of abortion and miscarriage should be separated from those occurring after 
the period of viability and the length of the fetus should be determined so that 
we should all be talking about the same thing. Perhaps too much emphasis has 
been placed on Dr. Beck’s high record which has been held up to us by statisticians. 
These figures have been broadcasted before the laity and statements made that 
imply that obstetricians have been derelict. It should be made knoivn that there 
is no common ground on which the statistics of different institutions are based 
and that we are not talking about the same thing. If we took into consideration 
the weight and length of the fetus as a starting point and the four weeks’ 
postpartum period our statistics would balance. I feel that we are using the 
prenatal service in the same way and that our results are equally good in either 
institution. 
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The Physiology and Pathology of the Endometrium 
By Reinhard B. Wobus, M.D., F.A.C.S., St. Louis, Mo. 

CHANGES INCIDENT TO THE jMENSTRUAE CYCLE 

B y having demonstrated that manj’- of the conditions of the endo- 
metrium formerly considered pathologic are simply expressions 
of various stages of the menstrual cycle, Hitschmann and Adler liaA’^e 
revolutionized our conception of its pathology, and have added 
greatlj’’ to our understanding of its physiologjL Such terms as atro- 
phic, hypertrophic and hemorrhagic endometritis have become prac- 
tically obsolete and the term endometritis has been much restricted, 
as the round cell infiltration which was formerlj^ considered a sign 
of inflammation, has been shown to be physiologic at certain periods 
of the cycle. 

!Most investigators in this field since that time have endeavored to 
amplify and, only in a few instances, have contradicted some details 
of Hitschmann and Adler’s conclusions. AVhile they believed, e.g., 
that the endometrial glands simply shrink after the plethora has been 
relieved by the menstrual bleeding, Schroder and others have shown 
that there is an actual desquamation of all except the lower layers 
of tire endometrium at menstruation, exactly as it occurs in those of 
the lower animals which menstruate. The remaining or basal lajmr 
then hypertrophies to 4 or 5 times its original thickness before the 
next menstrual flow. Schroder’s view is supported by Driessen, 
Meyer-Ruegg, Robert Meyer, Lahm, Doderlein, Minot and Marshall, 
Avhile Cullen, Findley, Moricke, Strassmann, and Williams believe 
that any loss of epithelium is merely incidental. That there is an 
active and constant desquamation of the endometrium at menstrua- 
tion, however, seems to be an established fact, as Wyder, Driessen, 
van der Leyen and, more recently, Kate Lindner, regularly found 
epithelial fragments in the menstrual blood, especially on the first 
and second days. The latter examined repeatedly the menstrual dis- 
charges of 15 virgins who menstruated regularly. In all cases she 
found various glandular and cellular elements in the menstrual flow. 
The fragments were up to 4 cm. in length and both the compact and 
spongy layers could be demonstrated. There was no ease of mem- 
branous dysmenorrhea in the series nor was there any connection 
between the size of the flakes and an existing dysmenorrhea. Blood 
clots, however, accompanied d.v.smenorrhea in 8 out of 9 cases. From 
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a study, of a series of uteri removed at the time of menstruation, 
either at operation or postmortem, Meyer-Ruegg concludes that this 
desquamation, under normal conditions, occurs gradually and con- 
sists of a slow degeneration and partial digestion of the cells. 

It is generally conceded that normal i^terine tonus is essential foi'- 
the limitation of the amount of the menstrual bleeding. Even during 
normal menstruation the uterus contracts rhythmically to a certain 
extent. If, for any reason, these contractions become violent, they 
manifest themselves as menstrual cramps. Meyer-Euegg believes that 
the endometrial swelling incident to menstruation may occlude a 
narrow uterine lumen and thus giA'e rise to violent contractions. 
Under these conditions the entire menstrual decidua may be cast oft 
en ma^se, thus producing the condition known as membranous dys- 
menorrhea. 

Allen has shown that a similar desquamation occurs in the 
squamous epithelial lining of the vagina in mice. In the first part 
of the oestrous cycle this epithelium proliferates until it is tAvice or 
three times its interval thickness. In the latter half it .shows con- 
siderable infiltration by leueoc3'tes and round cells, similar to the 
condition of the premenstrual endometrium in women. 

THE PROBABLE CAUSE OP MENSTRUATION 

Schroder, among others, believes that menstruation is caused di- 
rectlj’- by the death of the ovum. It is general^’- conceded that the 
ripening graafian follicle is responsible for the premenstrual or pre- 
gravid hyperplasia of the endometrium, thus preparing a suitable 
bed for the reception of the ovum discharged from the ruptui*ed fol- 
licle. If the ovum dies, there is no further use for this nidus and 
it disappears. Seitz and Ruge, lioAveAmr, express doubt in the plausi- 
bility of Schroder’s theorj^. It seems hardty conceivable that a single 
cell, fioating someAvhere between the OAmry and uterus, could ha^m 
anj'- such direct effect on the endometrium. Besides, if ovulation 
ahvays occurred on the same daj'^ of the cjmle, which it probably 
does not, it is questionable Avhether the ovum AA'ould always live 
the same number of days after its liberation. This Avould have to 
be the case if Schroder’s explanation of the origin of the menstrual 
flow Avere correct. Counting the beginning of the cycle from the 
first day of menstruation, ovulation takes place, according to Schroder, 
on the fifteenth or sixteenth day; according to Seitz, and Miller, on 
the fourteenth day; according to Villemin, betAveen the tAvelfth and 
fourteenth day ; according to Szymanovies, betAveen the scAfenteenth 
and nineteenth; and according to Frankel, on the nineteenth daj''. 
Schiekele gWes the probable daj^ of OA’^ulation at one Aveek after 
menstruation, AAdiile TschirdeAAmhn has observed it from the tenth to 
the tAAmnty-sixtli day of the cjmle. 

The effect of the corpus luteum on the menstrual ej’-cle has not 
been definitely settled. To begin Avith, there is no unanimity as to 
the application of the term corpus luteum. ’While most authors apply 
this term to the follicle as soon as it has ruptured, Adler, Aschner, 
Bucura, and Schauta speak of a corpus luteum onU"- after the de- 
A^elopnient of its characteristic j’-elloAV color. This yelloAv pigment 
AAdiich, by the Avay, occurs only in Avoman and the* eoAv \as been 
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found bj^ Esclier to be identical ivitli carotin, tlie coloring matter in 
carrots. 

While mere ripening of the graafian follicle causes hyperplasia of 
the endometrium, the corpus luteum resulting from its rupture is 
•thought to cause the uterine glands to secrete. This secretion con- 
sists of glyeonin, albuminous substances and fat -which are thought 
to furnish nourishment for the impi’egnated ovum before the develop- 
ment of the chorion. Prom the work of Loeb, Prenant, Skrobanski, 
and Papanicolaou, as well as the publications of Halban and Koehler, 
it would appear that the corpus luteum inhibits menstruation. The 
removal of the corpus luteum in the latter part of the menstrual 
cycle brings on uterine bleeding within two or three days, both in 
woman and some of the lower animals. Unfortunatelj^ in none of 
the cases so far reported, was a microscopic examination made of 
the endometrium, wherefore Schroder doubts whether the resulting 
bleeding is in reality a menstrual flow. Ehrenfest feels that the 
latter is proved by the fact that, in a number of cases which he has 
observed, the succeeding flow appeared twenty-eight days later. In 
other words, the removal of the ovaiy containing the corpus luteum 
establishes a new menstrual cycle. Villemin, Aneel, Bouin, and 
SzymanoAvics, on the other hand, still support the aucav of Pfliiger, 
Avho claimed that the corpus luteum causes menstruation. This is 
denied by Pauchet, and Schickele. Allen has shoivn that, in the 
mouse at least, the corpus luteum can have no definite effect upon 
metoestrum as it does not reach its maturity until some time after 
oestrus so that, in mice Avhieh ovulate spontaneously, tAvo or three 
sets of coi'pora lutea may be present at one time; in mice AA^hich do 
not ovulate spontaneously, coi-pora lutea may be entirely absent, 
and yet normal oestrus cycles are experienced in both types of ani- 
mals. 

That the corpus luteum is necessarj’^ for decidua formation in the 
guinea pig, has been demonstrated by Loeb, AA^ho produced decidual 
reaction in the endometrium by the introduction of foreign bodies 
into the uterus. This reaction, hoAVCA'^er, took place only in the pres- 
ence of an acth'e corpus luteum. 

It is generallj' conceded that the corpus luteum does inhibit OAmla- 
tion. Sterility has been noted in persistent corpus luteum cysts. 
That such is not the ease, at any rate in mice, has been shoAAm by 
Allen. While the oestrus cycle of the mouse is about four days, 
the corpus luteum does not reach its maturity short of eight days 
and persists for at least eight days more, so there are ahvays present 
tAvo or three sets of corpoi-a lutea in the OA'-aries of a mouse Avith 
regular oestrus cycles. The coav, also, OAuilates from 3 to 10 times 
during the existence of one corpus luteum. Schickele thinks that, 
while deA'elopment of the corpus luteum and actiAuty of the endo- 
metrium usually coincide, they are not necessarily interdependent. 
He aA'ers that normal menstruation may occur in the absence of a 
corpus luteum as Allen has shoAvn that metoestrous changes occur in its 
absence in mice AA-hieh do not OA-ulate spontaneously. Vignes explains 
menstruation on a chemical basis and believes that the ovary con- 
tains several hormones. Prom other sources it has been suggested 
that corpus luteum formation and menstruation may be the result 



REVIEWS AND ABSTRACTS 


571 


of a common factor. Tuffier produced menstruation in two amenor- 
rlieic women by injecting 20 e.e. of blood taken from two other 
women at the beginning of tlieir menstrual flow. 

CAUSES OF PATHOLOGIC BLEEDING 

“Since, Avitliout doubt, the ovaries regulate the normal period, it 
is only consequential to make them responsible for pathologic bleed- 
ing also.” This quotation of Adler expresses pretty Avell the opinion 
at present generally held on this subject. Adler had previously 
demonstrated that salpingitis and even endometritis, by themselves, 
never give rise to uterine bleeding, which occurs only after the in- 
flammatory process has readied the ovary. Inflammatory congestion 
of this organ hastens the ripening of the graafian follicles and thereby 
shortens the menstrual cycle. Like many other investigators, he be- 
lieves that other endocrine organs, notably the thjwoid, also come 
into play. Since the ripening of the graafian follicles causes a physio- 
logic hyperplasia of the endometrium, it is conceivable that, in eases 
where the follicles do not rupture, this hyperplasia may reach ab- 
normal proportions. Schroder, who has studied this subject most 
thoroughly, found that in every case of glandular hyperplasia there 
existed ripe or over-riiie follicles in the ovaries. De Rouville and 
Sappey found in those over-ripe or cystic follicles which apparently 
caused uterine bleeding, a change in the theca interna cells. These 
cells were enlarged and more hyaline and approached in appearance 
corpus luteum cells. Geist reports the same findings. In no ease 
of true glandular hyperplasia, however, did Schroder find a corpus 
luteum. Geist reports a typical case of this kind. Adler, Ascher, 
and Schauta have called attention to the absence of corpora lutea 
in climacteric bleeding. 

Schroder encountered most of his cases of glandular hyperplasia 
in women nearing the menopause, in fact, he asserts that this con- 
dition does not occur before the age of 35 years. Novak, on the 
other hand, thinks it may occur at any time during the sexual life 
of women and has encountered it in a girl of 12 years. My own 
observations are in accord with those of Novak. Schroder further 
restricts the diagnosis to cases where the normal cycle has been sup- 
planted by irregular heeding. 

GLANDULAR HYPERPLASIA AND ALLIED CONDITIONS 

Glandular hyperplasia, which was first described by Cullen in 1900, 
presents a very characteristic picture mici'oscopically. The glands 
are large, numerous and often tortuous; some of these are markedly 
dilated and apparently cj'^stic, though there is no actual distention 
as the epithelium is not flattened. The stroma is usually rather com- 
pact and ti’aversed by numerous large capillaries. The enlarged 
glands traverse the entire thickness of the endometrium, there being 
no division into three distinct layers as in the premenstrual mucosa. 
The bleeding is not caused by desquamation as in the menstruating 
mucosa, but is localized and caused, as Schroder suggests, by necro- 
biosis. Frankl assumes that the hyperplasia is due directly to hy- 
peremia and the bleeding due to blood stasis in, what he terms, the 
plexus venosus varicosus endometrii. He thinks there is usually an 
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aceompaii.ying hyperplasia of the myometrium. That a separate 
hj^perplasia of the myometrium ma}’- exist due to ovarian hyper- 
function is the opinion of a number of authorities. The idea that 
manj’- eases of so-called functional or idiopathic uterine bleeding 
■without, at least, macroscopic changes except possibly some enlarge- 
ment, are due to ovarian activity, is gradually gaining ground. These 
so-called metropathies are treated with radium .or the x-ray in order 
to bring about at least a partial sclerosis of the ovaries. Hegar 
believes that even fibroids ai’e caused by ovarian dysfunction and 
calls attention to the frequency Avith AAdiich cystic OAmries are found 
in cases of uterine fibroids. It is also noteAvoi’thy in this connection 
that glandular lijqDeiqjlasia is common in fibroid uteri. 

It mu.st be borne in mind that no definite line of demarkation 
exists betAveen the normal premenstrual endometrium and hyper- 
plasia. To make the diagnosis, specimens should be taken during the 
interAml, as a degree of hyperplasia AA'hieh Avould be normal in the 
premenstrual stage, Avould be abnormal in the inteiwal, cA’^en if it 
did not exactlj’’ meet Schroder’s classification. Apart from gland- 
ular hyperplasia, Whitehouse calls attention to a condition Avhich he 
regards as due to an lij^peraetiAuty of the endometrium. He has 
noticed that, in certain eases of prolonged or irregular uterine bleed- 
ing, the endometrium does not uniformly exhibit any definite stage 
of the cycle, but that some parts may represent the premenstrual, 
others may represent the menstruating or postmenstrual stage. I 
have been able to substantiate these findings in some of my speci- 
mens. Prank, hoAvcA^er, thinks that an uneven deA’^elopment of the 
endometrium may be quite noi’mal. 

In portions of an hyperplastic endometrium the glands are some- 
times so closely packed, and Avith so little interA’^ening stroma, as to 
suggest- adenoma. I have encountered several specimens in the past 
year in AAdiich the diagnosis Avas indeed difficult. It is significant 
that in all these eases the endometrium Avas remoA'ed from fibroid 
uteri at the time of the inti'oduction of radium. Eobei’t Mejmr has 
found transitional types in carcinoma AA'hich make it appear probable 
that cancer may dcA^elop on the basis of a hyperplasia. 

OTHER HYPERPLASTIC CONDITIONS 

Polyps and polypoid hyperplasia are apparently distinct entities 
which have no connection AAuth glandular hyperplasia. These proc- 
esses are ahvays more or less localized and the remaining endome- 
trium is usually quite normal. They liaA’e their origin in the basal 
layer. Their etiology is not under-stood at present. IMenge has noted 
a polypoid condition which tends to inA'oh’e more or less the entire 
endometi-ium and which he terms benign adenoma of matrons as he 
has encountered it only after the menopause. Zimmermann asserts 
that tlie so-called psoriasis of the endometrium, in AA'hich the cylindri- 
cal epithelium coA’ering is partly changed to squamous epithelium, 
is caused by long continued infiaramatory action. Robert !Meyer has 
encountered squamous epithelium in the endometrium only in carci- 
noma. These findings are exceedingly rare. 

Among the rarer obseiwations may also be mentioned papilloma of 
the endometrium Avhieli Robert IMeyer has ahvays found to be malig- 
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nant, Avliile in the cervix, Avliere it oeeiirs relatively more frequent, 
it is practically ahvays benign. 

ENDOMETRITIS 

Acute infectious endometritis is today a Avell defined condition Avliicli 
offers all the characteristics of an acute infections process in any 
other mucosa. Lahm, hoAVCAmr, maintains that certain types of endo- 
metritis postabortum are not due to an infection, but to chemical 
irritation caused by the products of necrobiosis of remnants of the 
ovum. In these cases he noticed an OAmrAAdielming infiltration AAuth 
leucocytes, lymphocytes and plasma cells. In other cases again, he 
observed “infareted shreds, infiltrated by leukocytes,” AAdiich he in- 
terprets as an incomplete menstruation. He belicA^es that CA-en rem- 
nants of the OAUim exei’t a protecting infinence on the corpus luteum 
and therebj' cause interference Avith the maturation of follicles and 
are, finally, responsible for an endometrial hyperplasia. 

The problem of chronic endometritis, hoAvever, is still in a some- 
Avhat unsettled state. It is conceded to be a rather infrequent con- 
dition although, due to the difficulty in making an exact diagnosis, 
Avide variations as to its incidence haAm been expressed. While 
Oullen Avas able to make the diagnosis in only 48 out of 1800 endo- 
metria examined, SeliAA^arz and Kohlbxy assert they encountered it 
70 times in examining 305 endometria. Such a divergance can only 
be explained b.y a difference in the conception of the term. The 
main difficulty lies in the fact that there is normally an infiltration 
of the endometrium by lymphocytes and even leucocytes in the pre- 
menstrual stage, so that the diagnosis cannot be made unless the 
endometrium is in a state of rest. When found, it is quite frequently 
associated Avith chronic purulent infection of the adnexa. Chronic 
inflammation, even tuberculosis of the endometrium, does not inter- 
fere AAuth the normal cyclical changes of the mucosa. The glands 
are practically unaltered, and if hyperplasia exists, it is simjxly co- 
incidental. 

The dictum of Hitschraann and Adler that the diagnosis of chronic 
endometritis can be made only Avhen plasma cells are present, seems 
generally accepted. Monch thinks that a diffuse infiltration Avith 
round cells Avould indicate inflammation, Avhile if they are found in 
closely packed round or oval masses, they represent the so-called 
endometrial lymph nodes, comparable to those found in the intestines. 
Against this, it has been argued that these “lymph nodes” are never 
found in the normal endometrium. This has been disputed hoAvever 
by good authority. Certainly, they are A'^ery common. They alAAmys 
lie in the basal layer, AAdiile the diffuse infiltration may extend through 
the entire mucosa. 

The scarcity of true chronic endometritis is accounted for by the 
fact that the mucosa is shed once a month. For this reason, also, 
chronic inflammatory reaction is more common in the basal layer. 
Curtis examined 118 endometria from uteri remoA^ed at operation for 
bacteria. By most painstaking methods he AAms able to obtain groAvths 
in 17. Four of these had had recent intrauterine manipulations. In- 
cluding these, 10 slioAved histologic cAudence of infection. In three 
cases of distinct endometritis, no groAvth Avas obtained. As stated 
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before, clironie endometritis occurs most often in connection Yritli 
chronic infection of the adnexa. It is not rare in uteri containing 
fibroids and frequently accompanies uterine carcinoma. In senile 
uteri, a form of endometritis sometimes develops which tends to the 
formation of pyometra. In these eases the entire mucosa may be re- 
placed by a pyogenic membrane. 

NUTRITIONAL CHANGES 

In the so-called “war amenorrhea” which occurred commonly in 
Germany and Austria during the latter part of the war, it was found 
that the amenorrhea was caused by definite glandular changes in the 
endometrium. This is in keeping with the work of Loeb, and of 
Rejmolds and Maeomber, who showed that definite changes in the. 
ovaries of lower animals could be produced by a deficient diet. Novak 
and Graff, however, have demonstrated that, at least in some cases of 
war amenorrhea ovulation does continue, as thej’’ were able to show 
cyclic changes in these endometria. 
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Selected Abstracts 

uterine Malpositions 

Bindley: Frequency and Clinical Significance of Displacements of the Uterus. 
Journal American Alcdical Association, 1922, Ixxix, 795. 

In order to determine the significance of uterine displacements, Pindlej- reviewed 
3,763 records of private gj'uecologic patients. In this series ho found 480 cases 
of retroversion or retroflexion and 70 cases of prolapsus. This means one case of 
malposition in seven gx-necologic patients. - 
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Of the 480 cases of retrodisplacenient, lie found only 20, or about 4 per cent, 
to be free from complications. He, therefore, concludes that any symptoms which 
may be present, are caused by the complications and not by the retrodisplacement, 
and that indications for operation rest upon the associated complications and not 
upon the retrodisplacement itself. He believes that retrodisplacement alone never 
causes congestion and consequent leucorrhea, dysmenorrhea ■ or metrorrhagia. He 
does admit, however, that in a small number of eases, retrodisplacement may cause 
sterility but thinks that, here too, the sterility is usually due to accompanying dis- 
orders. 

Tlie only importance he attaches to retrodisplacement is as a factor in the produc- 
tion of prolapse. R. E- Wobds. 

JJullard: Gynecological Backache. New York Medical Journal, 1921, cxiii, 142. 

In a series of 721 cases of backache with various gynecologic lesions studied at 
the Women’s Hospital in New York, 85 per cent were cured by an appropriate 
operation. About 15 per cent of this series, presenting one or more of the com- 
mon gynecologic causes of backache, were not relieved of this symptom by anatomi- 
cally satisfactory operations, thus demonstrating that in these cases the gyneco- 
logic patholog 5 ' was not the cause of tlie backache; 15-20 per cent of women with 
lesions commonly considered as causes of backache, as retroversions, prolapse, pelvic 
inflammations, obstetrical lacerations, or pelvic tumors, had never had this symptom. 
Tlus analysis indicates that more careful study is required for the diagnosis and 
proper treatment of backache in women. Margaret Schulze. 

Stacy: Anteposition and Eetroposition of the Utems. Journal American Medi- 
cal Association, 1922, Ixxix, 793. 

Stacy studied 1000 consecutive cases of unmarried women aged from 15 to 45 
years who applied at the Mayo Olinic for various disorders, to determine the fre- 
quency of malpositions. As none of these women had any record of pelvic infec- 
tion, _pelvic tumor or pregnancy, it is presumable that the cases of retroversion en- 
countered were congenital. 

In agreement with Polak’s flndings, she discovered retrodisplacement in -202 or 
20.2 per cent of the women examined. She found no symptoms referable to the 
retroposition, nor any marked effect on menstruation. There was, however, a slightly 
greater incidence of dysmenorrhea and of profuse menstruation in the women with 
retrodisplacement. E. E. Wobus. 

Kelly and Tricke: The Use of Pessaries. Therapeutic Gazette, 1921, xlv, 5. 

A brief introduction on the development of the pessary in its various forms 
precedes this essay on the various uses of the pessary. Wliile its use has greatly 
decreased in recent years, it is the belief of the authors that it still has a modest 
place. As a mechanical device to permanently con-ect displacements the pessary 
is no longer employed, but simply to take up a certain amount of slack in the 
vagina and to prevent further downward sagging onto the pelvic floor, in this way 
relieving the dragging sensation. The authors believe descensus to be the important 
factor and whether or not the pessai-y is likely to help the patient depends on 
whether she has any decided descensus or not. Whei-e the discomfort is marked, 
operation is advised. If the outlet is good, however, a pessary may give great 
relief and the patient either escapes or postpones an operation. 

The best form of pessary is the simple ring made of hard rubber large enough 
to stretch the vaginal walls and take up slack, but not to make a tight fit. Next 
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to the single ring pessary they find the Hodge pessary most useful. The Gehrung 
pessary is advised for eases in which the anterior wall of the vagina pouts out.' 
It is worn with the cervix resting between the two limbs of the double U. 

In cases of well defined prolapse of the uterus with eversion of the anterior and 
posterior walls, the cervix lying at or near the orifice, but having a fair support 
at the vaginal outlet, various procedures are recommended. A glass ball may give 
excellent support and should fit snugly but not tightly. Tlie Menge pessary which 
has a detachable stem may be used to advantage in this type of case. 

The dangers in the use of pessaries, and especiall}' the use of too tight a pessary, 
and the possible spread of gonorrhea and syphilis by the use of unsterile pessaries 
is pointed out. The writers advise the discarding of soft rubber and air inflated 
pessaries because of the frequency with which they provoke irritating secretions 
and cause leucorrhea. Patients wearing a pessary should use a daily douche con- 
sisting of a teaspoonful of salt in a pint of water. Eemoval of the pessary during 
menstruation is unnecessary but this procedure is advised for a few days every 
three or four months.. Normax P. Miller. 

Mock: So-called Traumatic Displacement of the Uterus. Journal American 
Medical Association, 1922, Ixxix, 797. 

Mock has gone rather exhaustively into the question of traumatic displacement of 
the uterus which is not infrequently made a cause for action in damage suits 
against railways and industrial corporations. He arrives at the following conclu- 
sions: (1.) Acute, temporary displacement of the uterus may follow trauma, 

but the symptoms are so severe as to call for immediate relief. The disability is, 
therefore, of short duration. (2.) Permanent uterine displacements are never due to 
trauma per se. (3.) Trauma may cause an exaggeration of an existing and unrec- 
ognized displacement, but careful study will always demonstrate that the chief 
etiologic factor is some combination of pre-existing conditions. 

E. E. 'WoBUS. 

Baldwin: The Artery of the Uterine Bound Ligament. Surgerj', Gynecology 
and Obstetrics, 1920, xxxi, 57. 

Contrary to the usually accepted idea, Baldwin asserts that there is no artery 
of any consequence coursing in the round ligament to form a part of the blood 
supply of the uterus. There are a number of small arteries in the ligament just 
sufBcient in size to nourish it and, unless these are enlarged by disease, the round 
ligament may be cut without any appreciable hemorrhage. 

Only a small branch of the artery of the round ligament, corresponding to the 
external spermatic in the male, accompanies the ligament inward from the inguinal 
canal. Tliis branch anastomoses with brandies from the arch formed by tlie uterine 
and ovarian arteries. Additional blood supply is furnished by the funicular 
artery, a slender branch of the superior or, occasionally, the inferior vesical artery. 
It anastomoses with branches from the uterine, ovarian, inferior epigastric and 
c.xtcrnal pudendal arteries. E. E. "Wobus. 

rairbaim, J. S.; Minor Displacements of the Uterus as a Cause of Disability in 
■Women. BritLsh Medical Journal, April 15, 1922, 587. 

Some of the symptoms commonly ascribed to backward displacement of the 
uterus are backache, bearing down, menorrhagia,- leucorrhea,. dysmenorrhea, dis- 
turbances of micturition, pressure on the rectum, dyspareunia, general disturbances, 
such as headache, sickness, indigestion, and abdominal pain. The author calls 
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attention very earnestly to the fact that these symptoms should not be attributed 
to the misplaced uterus ■without most careful consideration of other possible causes, 
and summarizes his paper as follows: 

(1) Always look beyond the mere position of the uterus and do not ascribe 
symptoms to retroversion. (2) In retroversion accompanying pelvic floor prolapse, 
subinvolution, pelvic inflammation, and tumors, the disability is due to the primary 
condition and not to the position of the uterus. (3) Retroversion after child- 
bearing with subjective symptoms of prolapse is correctly treated by replacement 
of the uterus and a pessary, provided the relief of fatigue is also secured and at- 
tention paid to the general health, mental and physical, and to the improvOment 
of the abdominal and pelvic muscles. (4) If recovery does not ■follow after six 
to twelve months, operative measures will give better results than continued pessary 
treatment, and probably perineal repair and plastic vaginal operations 'will be 
more satisfactory than those of the ly'steropexy type. F. L. Adair. 

Brash: The Relation of the Ureters to the Vagina. British Medical Journal, 

October 28, 1922, 790. 

The author presents a description and diagrammatic drawings of the relation- 
ship betweerr the ureters and tire vagina. He summarizes the flndings as follows: 
(1) The relation of the lowest portion of the ureter to the vagina is variable, 
usually lying in front in the connective tissue between the vagina and bladder 
before entering the bladder wall. (2) This portion of the ureter is equal on both 
sides if the bladder and the vagina are symmetrically related. Asymmetry is 
frequent, which causes marked variation in the relationship of the ureter on the 
two sides. (3) Tlie left ureter has the gi-eater relation to the vagina, occasionally 
crossing the midline. (4) Tlie left ureter is in a position of greater danger. The 
reverse is occasionally tine. (5) The asymmetrical position of the uterus in the 
pelvis is explained by the asymmetrical position of the bladder and uterus lyhile 
they are still abdominal organs and by the greater relative descent and reassumption 
of the median position in the true pelvis, by the bladder thus rotating the uterus 
on its axis. F. L. Adair. 

Komer: The Operative Treatment of Eetroflexio Uteri by Ligament-ventro-fixa- 

tion. Zeitsehrift fiir Geburtshilfe und Gjmakologie, 1922, Ixxv, 164. 

The author reviews the results in 140 cases of retroposition treated by a modified 
Gilliam operation. In 105 women, this operation was performed alone, in 35 it 
was combined with eolporraphy for prolapsus uteri. Only cases with definite 
symptoms due to the displacement were operated. Seventy cases were re-examined, 
55 with ligament ventrofixation alone, 15 ivliere tliis operation was combined with 
colporrhaphy. 

Of the 55 cases, the uterus was normally antefiexed in 52 cases, in two cases 
in midposition, and in one case the retroposition had recurred. In this case a 
severe wound infection had necessitated removal of the fixation sutures. In 34 
eases the subjective results were excellent, in 18 cases good, while in 3 instances, 
the patients were not relieved. These three cases include one with acute anteflexion, 
another who had had dense adhesions to her left adnexa, and a third very neurotic 
patient in whom the objective result was excellent. Of the 15 cases in which 
the operation was combined with colporrhaphy, the uterus was antefiexed 14 times, 
in midposition once. In this case, the subjective result was nevertheless good. 

Of the 70 patients, 17 had become pregnant after the operation, 14 once, 2 each 
twice and one four times. Of the 22 pregnancies labor ended at term 13 times, 
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once witli twins. Tliere were no cases of unusual diseonrP u fiuViug pregnancy. 
Nine cases were delivered spontaneously. One ease each " ,,uired operative delivery 
because of breech, ti'ansverse and face presentation, r a oni case required forceps 
delivery because of rigidity of the soft parts. P'.ve cases aborted, one was de- 
livered preniaturelj’ at the eighth month, while three were still pregnant at the 
time of the report. In ten cases operated for sterility, conception took place 
within six months of the operation, though in four cases the sterility had lasted 
from 4 to lo years. ilARGAUET Schulze. 

Nyulasy, Arthur J: Eestoration of the Bound Ligaments. British !Medical Jour- 
nal, December 9, 1922, lllS. 

The author traces the history of development of operations for support of the 
retroverted uterus from the time of Lawson Tait, and briefly mentions some of 
the various operations for the restoration of the normal position of the uterus. 
His own operation consists in splitting the anterior leaf of the broad ligament 
parallel to the round ligament, between the round ligament and the bladder’, under- 
mining the opening, and closing it by a purse-string, the outer limit of the purse- 
string being in the vicinit}’ of the internal abdominal ring and the inner limit being 
towards the uterine horn. The immediate effect is to bring the uterus into ante- 
version, ■ and to demonstrate the round ligaments contracted down to their normal 
length — an interesting physiologic experiment performed directly under the eye. 
Furthermore, the undue laxit}" of the anterior leaf of the broad ligament is seen 
to be reduced. In over 200 cases this operation has caused no complication 
duiing subsequent pregnancies and parturitions, and it has been accompanied 
by imiformly good results. P. L. Adair. 

Nutting: The One-sided Alexander Operation and Its End Eesults. Zeitschrift 

fiir Geburtshilfe und Gynakologie, 1920, Ixxxiii, 151. 

In view of the almost complete disuse into wliich the Alexander operation has 
fallen in America, this discussion of the merits of the unilateral operation is 
rather interesting. The author considers end-results in a series of cases in which 
only one ligament was shortened, e.g., because of inability to find the other, or 
poor condition of the patient, etc. He reports 12 per cent recurrences in 26 cases 
followed for sirfficient length of time. The operation is not applicable to cases 
with large, hear'y uterus, or where the ligaments are markedly thinned, as well 
as in women subject to hard physical labor or with a tendency to abortion. It 
may be used with good results in other cases of movable retroposition when- 
ever a prolonged operation is contraindicated. ]\LmGARET Schulze. 

Bagley: A Modification of the Baldy-Webster Operation. Journal American 

Medical Association, 1921, Ixxvi, 791. 

Instead of sewing the round ligaments to the posterior wall of the uterus, 
Bagley proceeds as follows: A vertical incision from 1 to l^A in. is made on 
the posterior wall of the uterus, midway between two lateral incisions, lA in. long, 
placed just below the uterine cornua and as far outward as possible without 
injuring the vessels. Forceps burrow under the peritoneum from the central to 
the lateral incisions, grasp the loops of round ligament which have been brouglit 
through an opening in the broad ligament, and draw it tlirough the canal. Tlie 
two loops are sewn together and the junction covered by re-uniting the central 
incision. Bagley claims this makes a firmer support, besides preventing adhesions, 
ns the sutures are covered by peritoneum. R. E. M’OBC.s. 
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Richardson: Iiioesch'iaV ■v^hstnictioii Following the Wehster-Baldy Operation. 
Surgery, Gynecolog'i/''indl5.bslxtrics, 1920, xxxi, 90. 

' ? ' 'XiJ, 

In the case reported, the rftroversioii^Rid rseH'Tcii- Inhere were no adhesions. 
On the right side a loop of small intestine three or four inefrcs' in length had 
prolapsed through an opening in the broad ligament through which the ^round 
iligainent had been passed and external to the latter. The gut was freed '-rJj 
removing tube and ovary. Ventral fixation was then performed. 

R. E. WOBUS. 


Meyer-Ruegg: The Origin of Genital Prolapse. Schwcizerische Medizinisclie 

"Wochenschrift, 1922, lii, 1S9. 

The writer describes in great detail the fascial planes of the pelvis. The fact 
is emphasized that these fascials are not well developed until pubert}'. They 
not only act in conjunction with the pelvic muscle groups but in reality play a 
more prominent part in the support of the pelvic organs. After birth there 
has been a definite stietching and loss of elasticity and the fascial planes have 
been torn as well. The factor most prominent as direct cause of prolapse then 
.becomes intraabdominal pressure. Tlie constant pressure from above on the in- 
efficient fascial supports primarily and muscle groups secondarily allows prolapse 
to occur. He relegates to the background rather in summary fashion the work 
of the levator ani as the usuallj' accepted pelvic diaphragm. 

A. 0. Williamson, 

Cutler and Jameson: Relaxed Pelvic FIooi: End Result in Sixty Cases. Archives 

of Surgeiy, 1922, iv, 175. 

This paper shows most clearly how important' it is to snbjcct our end-results 
to a most critical survey if we want to know just what we have accomplished. 
These 'authors draw a sharp line between those cases in wliich there was merely 
a descensus of the vaginal walls and those cases in which there was even a partial 
descensus of the uterus. In the former group, the results were uniformly good, in 
the latter even with a moderate sinking of the uterus, the results were not so uni- 
formly satisfactory, while in procidentia the failures amounted to almost 50 per 
cent. In cases of vaginal and uterine prolapse, short of complete procidentia, 
the percentage of failures was GO. 

Various forms of operations were employed, including abdominal and vagjnal 
hysterectomy. The authors do not, however, mention the interposition operation. 
They hold that a simple vaginal prolapse can always be cured by vaginal repair 
but if the uterus is even partially prolapsed, a combined abdominal and vaginal 
operation becomes necessary. In complete procidentia they urge hysterectomy. 
In both these types of cases they use the Moschcowitz procedure of obliterating 
the posterior culdcsae. In those cases where suspension is done, the tj-pc of 
suspension depends upon the question of whether or not the patient is likely 
to boar children. R. E. WoBus. 

Earl: Cystocele and Prolapse. Minnesota Medicine, 1921, iv, G96. 

Treatment must vaiy in accord with the needs of the individual case. If the 
cervix is long it must bo amputated. The bladder is then elevated on the uterus 
and the tissues at the base of the broad ligaments sutured together in front of 
the cervix, throwing it back. It is nccessaiy in nearly eveiy case to restore tho 
lower diaphragm by a perineorrhaphy. Occasionally the ligaments are restored 
by tho Gilliam, or Alexander operation, or by utero-sacral shortening. Tho author 



5S0 THE AMERICAN JOURNAL OF OBSTETRICS AM)' t^;,’;;;cOEOG Y 

Xicrforins the above inoccduros during'’ the child -poyod. ’Yaginal liystcr- 

cctouij OT intei'jiosition ai'C tlic operations of’ ‘dHiir^T aftei-* the menopause. Tlie 
intorpositiou gives the bc.st Jesuits in- <if normal size. Gystocele. without 

2 )rolapse is treated br iiioij’iiizutiou of the bladder and elevation on tlio anterior 
-^surface ot the uteru.s, or by the Bawl’s oi)eraticn. A’cntrofixatiou is re.°crved for 
the c'a.se.s in, whioh it is impossible to con.struet a strong perineum in sui)i)ort of 
the 2 )lastic work above. II. W. Siiuttei:. 

Thoming; Uterine Prolapse. Journal American Jlcdical Association, 1921, l.xxvii, 

101 . 

Thorning jirot)oses a new method for tixing the uterus to the anterior abdominal 
wall for the cure of certain cases which, for some reason, are not amenable to 
the Oldinary operative procedures. 

He inahes a Pfanncnsticl incision with a small vertical cut in the jicritoncum. 
Through this he delivers the uterus. The peritoneum is sewed to the round liga-' 
ments and also around the fundus in such a way that the latter is cxtraiieritoneal. 
A slit is then made through the fundus and a I’ortion of the rectus .sheath jiassed 
through this slit and sewed in jilace. The rehiainder of the fascia is then sewed 
around the fundus and the skin incision closed. B. E. AVouus. 

Ferguson: Inversion of the Uterus, "with a Report of Four Cases. Edinburgh 

Medical Journal, 1922, x.wiii, 3. 

The author repoits four cases of uterine inversion, two following labor and 
two complicating tumors. One of the puerjieral cases develoficd shortly after 
labor and was discovered at the end of a week, the other occurred in the sixth week 
after labor. Eoplaeement by taxis was unsuccessful in both cases. Haultain’s 
abdominal ojieration wa.s successful in one, the other received a vaginal hj'ster- 
ectomy. Hysterectomy gave good results in the two cases whore inversion com- 
Iilicated tumors. One of the latter is the third ease of uterine carcinoma and in- 
version in literature. Thorne has rcjiorted S3 cases of inversion comiilicating 
uterine tumors, mostly of the fibroid ty 2 )e. 

Acute inversion cariies a mortality of 30 i)er cent. As shock :s the main 
cause of death in these cases and replacement in itself is accompanied by shock 
the author feels that the expectant ti'oatment should be employed. The ariest of 
hemorrhage by vaginal pack and rcplaccmmit of the fundus later is recommended. 
Though they maj- be tried, taxis and rc 2 )osition arc of little use if the inversion 
has existed for some time. AYhcn surgery is neees.sary the vaginal methods of re- 
placement with loss shock and more protection from se^isis are irrcferablc, especially 
should hysterectomy i)rove ncces.=ary. If the case is clean and the probabilities 
of success are good, the abdominal route is chosen. II. IV. Siiutteu. 


IMG 0 K !> L E T B 


In this volume pp-* v3 ^ ^ ^ O a re missing* 



